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moving in. 


MENTAL HYGIENE: One of the points 
we wanted to consider today was the con- 
cept of male/female differences—are they 
as great as some would have us believe, or 
are they as minimal as some of the more 
militant members of the women’s liberation 
movement might say? 
DR. TOBACH: In order to answer the 
question, we must first define the level of 
organization being discussed. For example, 
if we are concerned with the physiological 
level, are we discussing chromosomal differ- 
- ences or differences in reproductive physi- 
ology? Are we dealing with gender roles on 
the level of social behavior? To assign a 
quantitative or qualitative value to one 
level (physiological) as “greater” or “lesser” 
than another (social behavior) would lead 
to confusion. The relationship between the 
. two levels varies with different species. On 
, the human level, as on other phyletic levels, 
the organismic behavioral level subsumes 
all other organismic levels. On the human 
level, however, the relationship between the 
behavioral level and other levels is most 
mplex, with an unusually high degree of 
integration of the other levels by behavioral 
processes. 


The Mental Health Movement 
Meets Women’s Lib 


What relevance does the women’s liberation movement have to 
women in the mental health professions? MENTAL HYGIENE brought 
together three women professionals to discuss what being a woman in 
these fields has meant, what special problems women face in relation to 
men and to other women and what direction the professions should be 


DR. SHAINESS: Taking it from a psy- 
chological point of view, the only differ- 
ences in men and women are related to 
their reproduction function and role. Per- 
haps not even role. Let's just say function. 
When I think of what is masculine and 
what is feminine, I think of the psychiatric 
equivalent or counterparts of the reproduc- 
tive and endocrinological differences. 
MISS HEADLEY: Certainly the biological 
differences do exist, but as a social worker 
I see the differences based mainly on some 
of the demands that society has placed on 
men and women in regard to their roles. 
For instance, males are conditioned to 
believe that it is a sign of weakness to cry 
and complain. 'They have to stifle their 


Miss Headley is Director of Consultation 
and Education, Lincoln Community Mental 
Health Center and is a Curriculum Developer 
for the Institute of Child Mental Health. She 
is also a lecturer at the New York University 


School of Social Work. She is a member of 
the Association of Black Social Workers and 
serves on the Board of Directors of the Na- 
tional Association for Mental Health. 


feelings, which creates mental health prob- 
lems for them later in life. The female in 
our society is much better able to express 
feelings spontaneously and naturally. 

DR. SHAINESS: If we go to cultural 
determinates, I think we ought to trace 
out the biological ones. One may say that 
until pubescence there is basically no differ- 
ence between male and female, other than 
possibly the question of the different 
skeletal structure, which permits a male 
child to move slightly differently, and the 
question of muscle strength. Then, with 
puberty, with the growth of the reproduc- 
tive organs, with the endocrine changes, 
certain things are established. The fact is 
that the onset of menstruation starts a kind 
of rhythmicity in a woman's life. There 
is this monthly rhythmicity, then there is 
a longer cycle in terms of pregnancy. If a 
woman becomes pregnant then there is a 


Dr. Shainess is in private practice and is a 
lecturer at the Columbia College of Physi- 
cians and Surgeons and serves on the faculty 
of the William Alanson White Institute. She 
has written extensively on mother/child re- 
lationships, female sexuality, abortion and the 
psychological component of menstruation, In 
May 1970 she was the organizer and modera- 
tor for two panels at the American Psy- 
chiatric Association Meeting in San Francisco. 
They were: “The Face Across the Breakfast 
Table” and “Neglected Aspects of the Abor- 
tion Debate", 


Dr. Tobach is a Curator, in the Department 
of Animal Behavior, The American Museum 
of Natural History and is an Adjunct Pro- 
fessor at The City College of the City Uni- 
versity of New York. She has done research 
in such areas as "Maternal Behavior in Cats", 
"Behavior Modification in Infant Rats" and 
"Long Term Effects of Differential Pre-Wean- 
ing Experience in the Wistar Rat". She was 
one of the first members of the Association 
for Women Psychologists. 
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nine-month rhythmicity. There are certain 
definite biological, endocrinological and 
psychological changes in women, not only 
because of endocrine changes, but because 
of the meaning of pregnancy and woman- 
hood. 

In contrast to that, I believe it has not 
been said that the male has a certain 
rhythmicity which relates to his actual 
sexual participation and aside from hor. 
mones, it relates to the build-up of a fluid 
in the vesicles. 

Once in a while we hear statements from 
prominent individuals to the effect that a 
woman cannot be in the White House be- 
cause of temperamental differences, meno- 
pause, etc. Yet, if one looks to animals, 
particularly the stallion and the bull, there 
is a certain restlessness and irritability that 
relates to the fact that man is driven to 
some extent by his need for sexual activity, 
for sexual intercourse. One might say tha: 
a man, having an important decision at 
time when he is feeling unsatisfied, fo: 
some reason or another, would be, if any- 
thing, less likely, to give a reasonable deci- 
sion about something than a woman. 
Women's cycles are clear and perhaps they 
permit a somewhat greater stability. How- 
ever, each person has his own stability, his 
own capacity and that is what determines 
his ability to undertake a job or an im- 
portant decision. 

One further point relates to the psy- 
chologic component of masculinity. It 
might be a tendency to be searching and 
penetrating, because the male has a need 
to penetrate. If there is any quality that 
one might consider feminine, it is recep- 
tivity, because females have a need to take 
in. But, within these two differences, which 
relate to man/woman relations with each 
other and the world, all kind of variances 
can occur. 

DR. TOBACH: The question of cyclicity 
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of reproductive function in the human male 
has been insufficiently investigated. This is 
also true for other animals. For example, 
| Dr. L. R. Aronson, chairman of our De- 
| partment, and his colleagues, have recently 
shown that there may be a seasonal cycle in 
hormonal function in the male cat. It is 
of interest to note that there is a pre- 
ponderance of research in human female 

y reproductive physiology in comparison with 
human male reproductive physiology. For 
example, little is known about the waning 

| of male hormonal activity and the critical 
effect of this on sexual behavior. There is 
certainly a well-known crisis in men in re- 

| gard to their waning sexual activity. 

‘DR. SHAINESS: That is a statement about 

which caution must be used, because it 
could be on psychological grounds. We 
need to test it. 

DR. TOBACH: Exactly. One of our major 
problems in the behavioral sciences is the 
tendency to make an artificial separation 
between physiology and behavior. 

I am not ready to say that changes in 
gonadal physiology are significant at pubes- 
cence only. We know that gonadal differ- 
entiation takes place in utero in mammals 
and that this process has effects on many 
other physiological systems pre-, peri- and 
post- natally. Even at birth, the girl baby 
is not the same as the boy baby. In the 
fight for womens' rights, we cannot ignore 
that fact. The question remains for us, on 
the human level, what is the relevance of 
these physiological differences to the behav- 
ioral differences? 

In addition, I am most concerned that we 
do not anthropomorphize, that is, attribute 
human characteristics to animals, or vice 
versa; that is, zoomorphize, or categorize 
human behavior as the same as the behavior 
of other animals, whether they be mammals, 
or even primates. 

DR. SHAINESS: Let me get back to your 
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first point, which is who is studied in re- " 
search. This relates to dominance and 
power and I think it is very interesting that 
the dominant group or the group in power 
never feels it is necessary to study itself, 
whether it be Black/white relations, male/ 
female, or other types of groupings. Cer- 
tainly Hitler would never have thought of 
turning any studies on his SS troops, but he 
conducted a lot of studies on concentration 
camp victims. 

As for anthropomorphizing, I think we 
have to remember one very important fact. 
In human beings, and particularly in civil- 
izations, survival is no longer physically 
determined. Human beings survive by the 
last evolutionary development that added to 
their brain, so that in essence, there is 
virtually no difference between men and 
women, even if there is a biological differ- 
ence, 

DR. TOBACH: It is always most im- 
portant not to overlook the fact that we 
are like no other animal. 

MISS HEADLEY: I think women have tra- 
ditionally assumed a dependent role. They 
are the maternalistic, gentle, and tender. 
Certainly men are tender and if they are 
left to take care of children, they can do 
this; but I always feel there is a difference 
in the quality of the tenderness and the 
care that they give their young as against 
what a female gives. Whether that's cul- 
tural or biologically determined is open to 
question by experts in the field. 

DR. SHAINESS: I think it's hard to say 
because again, it depends on the individ- 
ual's capacity and the individual's early 
life and other experiences. Today, many 
women's liberation groups are insisting 
that motherhood is dead and there is no 
need, once the child has been born—if one 
has a child that way—for mothering care. 
Here, I as a psychiatrist take strong excep- 
tion. First of all, whether a woman wills 


it or not, there is a strong link between 
herself and the fetus. She has to go 
through a great deal to have it appear in 
the world. Whether she has a negative or 
positive response, I believe that there is a 
tie that comes out of this nine-month 
experience that men can't really feel. If 
the woman has welcomed the pregnancy 
and welcomed the child, then in her tender 
feelings there is bound to be a quality that 
I don't think a male can have. 

DR. TOBACH: I cannot support Dr. 
Shainess' statement that men cannot feel as 
tender towards children as women because 
of the differences in their physiology. What 
is the issue here? One cannot make the 
parturitive process the critical criterion for 
the establishment of a pattern of caring for 
offspring. The study of animal behavior 
has taught us that a tremendous variety of 


patterns has evolved on all phyletic levels, 


ee 
"The study of animal behavior 
has taught us that a tremendous 
variety of patterns has evolved 
on all phyletic levels . . . to guar- 
antee survival of the young." 


and within any one group of related species, 
to guarantee survival of the young. Males, 
females or groups of adults may rear young. 
There is no doubt in my mind that the 
experience of giving birth is different from 
any other experience, but the factor that is 
most important about the experience is 
how society handles the fact that women, 
and not men give birth. Our brains are 
different from the brains of other animals; 
we have language, culture and history. We 
can decide how people should behave, who 
should do what. 

Rochelle P. Wortis, a young comparative 
psychologist, has raised serious questions 
about the nature of the dyad which is tradi- 
tional for raising children in our society. 
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She asks that we examine whether this i 
the most desirable way to raise children and 
whether it is wise to have children raised 
by women primarily. For example, wh 
are there never any men working in ad 
nurseries or as baby nurses? 

DR. SHAINESS: One of the incredible 
things about the human infant, and part o 
its long dependence and development is i 
increasing plasticity and adaptability. Of 
course, human infants can survive in many 
ways as long as certain basic physiological 
needs are met. I think keeping the one way 
of child-rearing, or the mother/child dyad 
if you will, depends on doing research to 
find out the long-range results of this or 
that combination of actions. 

Some observers, such as Bruno Bettel- 
heim, have noted that children raised in a. 
kibbutz have peer loyalties as a primary 
tie, rather than parent/childfioyalties. They 
are reared to have their place in the bee- 
hive, so to speak, but are lacking in certain 
temperamental and emotional qualities. 
There is certain spark and a certain initia- 
tive that they don’t have, In the mother/ 
child dyad there is something Harry Stack 
Sullivan defined as empathy, which is an 
emotional linkage between mother and 
child, permiting the development of rich 
affective or emotional life. Our society is 
changing. We may no longer have need of 
people who think deeply, who feel deeply, 
who take certain kinds of initiative, who 
can endure certain types of isolation and 
so on. If we don't need that, it may be 
that different styles in child rearing are 
fine. But I am inclined to think that there 
is something about the mother/child dyad, 
certainly for the first two years of life, that 
is necessary. On it depends security and 
trust. I would be sorry to see this tie dis- 
solved. Creativity and initiative are 
tered by it. I do feel that a research study, 
would be very valuable in this area. ’ 
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DR. TOBACH: I don't know why we ac- 
cept the concept that the first two years are 
most critical; maybe it's the first twenty 
years. When does one start the two years— 
when the mother gives birth—while she was 
pregnant—or when the mother was a young 
child? H. G. Birch has shown that the nu- 
tritional status of the mother when she was 
a child is related to morbidity signs in her 
child. The level of protein intake is impor- 
tant for the development of neural func- 
tion. If the brain has been affected there 
will be trouble. We tend to overlook as- 
pects of development other than mother- 
child behavioral patterns. 

DR. SHAINESS: Many of the extremists of 
women’s liberation want to throw mother- 
hood aside all together. I feel that society 
must find ways to help women fulfill them- 
selves and be mothers too. I do not believe 
that women can toss aside their motherhood 
completely. You get back what you put 
into something, and there is a joy that 
comes from having been a good mother that 
I think equals nothing else. i 
MENTAL HYGIENE: Yet, none of you 
chose to stay home and raise children and 
wash dishes, even though you may have 
combined home-making with your careers. 
Could we discuss women in the mental 
health professions, the discrimination they 
face, the way professional women relate to 
women who come for help, the problems 
Black women face and so on. 

MISS HEADLEY: I don't think there is 
a day that goes by that Black people, both 
male and female, do not experience some 
type of discrimination. As a group we have 
had to be very observant and very sensitive 
to some of the non-verbal cues that occur. 
The bodily gestures of people, the symbolic 
ways that they indicate to us constantly that 
here is a two-class society which tends to 
place Blacks in an inferior role. 

DR. SHAINESS: This is something that 
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applies directly to the problems of women. 
You may eventually be able to legislate the 
gross prejudices, but there are the subtle 
nuances that go on every day when you are 
a woman. For a woman in the professions 
it gets worse the higher she goes. 'The 
subtle slights are the harder ones to get 
over because it takes you time to discover 
what they are and then to dare to assert 
yourself about them. Then, it gets you no- 
where, anyway. 

MISS HEADLEY: Whites have said to me, 
"Dorothy, you've made it, why can't others?" 
I grew up with a good deal of discrimina- 
tion around me. I remember when I was 
coming out of junior high school the gui- 
dance counselor felt that I should go to a 
trade school even though I had a high av- 
erage. Luckily my parents, being educa- 
tionally focused, would not accept this, 
fought the school and won my attending an 
academic school But every day there are 
the kinds of wounds and scars that you just 
never get over. It is double in terms of 
being a woman. In the mental health pro- 
fession, I think agencies and clinics that 
have big budgets and hire stáffs are just like 
industry and other kinds of businesses. You 
have people on the executive board level 
and on the administrative level who are pre- 
dominantly white and who certainly do 
practice their prejudices. Years ago, they 
didn't even want Blacks to treat white pa- 
tients in the clinics and felt we were not 
qualified to do so. "They felt Blacks could 
handle only their own. Clinics are by and 
large white and male, too. So, you get it on 
two fronts. 

You don't find, I think, as many Black 
women being involved in the women's lib 
movement. I believe there is a definite 
reason for this. It's been easier for Black 
women to obtain employment than for 
Black males. From slave days Black females 
have been more accepted in society. My 


a 
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concern is for making a way for greater 
opportunities for Black males to receive 
training and to get jobs and to assume their 
roles as breadwinners. That’s where we 
are. Thats why we are not caught up in 
the women's rights movement so much. 
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every day. Mental health is no exception. 
As I said, it is not always overt. 

DR. SHAINESS: I made the statement in 
relation to women, too, because that is our 
main point. I am not saying it doesn't exist 
and in great concentration. 


"... there is a joy that comes from having been a good mother 


that I think equals nothing else..." 
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DR. TOBACH: What you just said is a 
beautiful example of the kind of leader- 
ship Black women can give to the women's 
liberation movement: for women to be 
liberated, men have to be liberated as well. 

I want to say one other thing about the 

mental health profession. The fact remains 
that until recently in order for women to 
get into it, they had to go through academia, 
where the same kind of anti-woman discrim- 
ination exists. In order to get into graduate 
school, I had to convince the man who was 
interviewing me that I would not have chil- 
dren until I finished, and that I would be 
able to take the strain of studying even 
though I was married. I doubt if men are 
subjected to that type of questioning. 
DR. SHAINESS: One of the medical schools 
in New York feels that it is being very lib- 
eral because it offers women residents a 
three-month maternal leave of absence. 
Three months, in my terms of mothering, 
is not enough. If they offered them a year 
or two and guaranteed their place, that 
would be offering something. 

One danger that I would like to point to 
is that when you face discrimination, it is 
easy to become sensitive about it, to assume 
that every problem you run into is because 
you are Black or female. 

MISS HEADLEY: For survival we have 
had to be sensitive to our surroundings 
and how we have been treated as a minority 
group. We do live in a racist society. 
Prejudice occurs constantly. It happens 


DR. TOBACH: I think we have to face 
the fact of discrimination. There isn’t a 
street that women walk down in New York, 
or a radio station or movie that they go to 
that they are not being continually re- 
minded of who and what they are. As far 
as I am concerned, one cannot be over- 
sensitive. We need this sensitivity, and we 
have to bring it into every discussion that 
we have. I am reminded of the fact that 
I am a woman every single day, from the 
man who runs the elevator, to my boss, 
who is a decent guy; I don't think I'm being 
over-sensitive about it. 
DR. SHAINESS: There is tremendous dis- 
crimination. No one could deny that. 
However, when we want to help ourselves, 
we have to try not to make a total accusa- 
tion as if all fault lay outside in the so- 
icety. We have to recognize that if we see 
things irrationally and jump to false conclu- 
sions, we may make our own lives worse 
than they are, and they are bad enough. 
Let me turn to the profession and what 
ways psychiatry may discriminate against 
women. Recently I heard an example of a 
woman who was having some kind of an 
emergency situation. She went to a psycho- 
analyst who named a very high fee for his 
services, but she was desperate. She felt 
she was getting help. When she began to 
compare notes with some friends, she found 
that not only was the fee extremely high, 
but he gave her half of the time that is 
usually allowed per session. Since her 
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funds were limited, she raised the question 
with him. His response was, “You are really 
a very aggressive woman.” That I present 
as an outrageous example of male arro- 
gance, and a case of a doctor discriminating 
by attacking his patient. He could have 
said to her, "My fee may seem high to you, 
but that's it and you have a choice not to 
come." But, it seems to me, the very fact 
that his response to her was a counter-accu- 
sation is the worse kind of male prejudice. 

I would also like to look at women in 
the mental health professions. Undeniably, 
girls, from the outset are faced with our 
gender concepts of male/female roles, so 
that girls are discouraged in all kinds of 
ways, both overt and covert, from fulfilling 
themselves. This type of pressure elicits in 
some women a large degree of will and 
drive and fight, but many give up. In my 
own profession, thirty years ago, six percent 
of doctors were women. Today the figure 
remains the same. In the mental health 
profession, because it has traditionally been 
looked at as a nurturing kind of profession, 


"We do live in a racist society ... 
Mental health is no exception." 


women, if anything, were less discriminated 
against than women in other professions. 
What happens is that they are allowed or 
invited in in subservient roles, but when 
they try to become equals of men, they are 
put down in one way or the other. 

There are a few outstanding women in 
psychiatry, but I don't know of one who is 
a head of a psychiatric department at a 
medical school. There are one or two 
women commissioners of mental health, but 
in general, the higher up you go, the more 
women are excluded, the more they have to 
fight. I submit that having to fight to get 
What you really deserve uses up a lot of 
energy that deflects you, perhaps, from your 
higher endeavors. Women are being wel- 
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comed into social work, into new para-med- 
ical fields that are being established. Un- 
fortunately, they are being welcomed into 
what the men don't want, and many 
women, out of self contempt, tend to accept 
the lesser tasks. If a woman is a mother 
and devotes herself to that, she's got an 
added handicap in her profession. This 
tends to keep her out until its almost too 
late. 

The question has come up as to whether 
women are prejudiced against women in 
the health professions. This, too, can be a 
subtle thing. Unfortunately, it is true. 
Many women who have arrived, ask what 
women's liberation women are fighting 
about. They don't realize how many equally 
talented people may not have had the 
chances they've had. There may be many 
who do not have their talent, but there are 
those who didn't make it because of the 
subtle discrimination we have been discuss- 
ing. Further, women have doubts about 
themselves and may be prejudiced in their 
help to others. 

For example, let's say that a woman is 
prejudiced against an abortion. She may 
counsel others in a certain way. If she 
feels women should only be mothers and 
nothing else, she may slant her counseling 
to that angle. The same, of course, holds 
true for men who have those attitudes. 
Psychoanalysts have further reinforced ideas 
about women being weaker, passive, beset 
with penis envy and incapable of initiative, 
This type of thing started with Freud from 
his observations of women in a late Vic- 
torian culture, but he wasn't as prejudiced 
in any way as his followers have been. 
These ideas have caught hold and I have 
observed them in many ways in the practice 
of psychiatry. In doing treatment, I think 
it behooves psychiatrists and counselors, 
any people working with women, to be 
very sure that the problem is within the 
woman before they accuse her of it. They 


oo 


". .. having to fight to get what 
you really deserve . . . deflects 
you from your highest en- 
deavors." 


might have to examine social factors. I 
think it is important for the woman herself 
to be clear as to whether she is seeing some- 
thing rationally or not. 

MISS HEADLEY: There is no doubt that 
discrimination against women exists in 
mental health. If you look at most of the 
top jobs in social work throughout the 
country, you find more than two to one 
that the men are in the executive and plan- 
ning positions. In New York, we have one 
woman, a Black woman at that, as a head of 
a psychiatric service. By and large, they 
are white males, Women aren't as widely 
represented in the middle and top levels. 
The entry level is in social work and as 
para-professionals. I do feel that by and 
large men also get the edge in a better 
salary. If you look at who publishes in men- 
tal health, you find that men dominate. If 
women are represented it is as collaborators. 
It is the man who was the senior writer. 
DR. TOBACH: 'The number of social 
workers getting Ph.D.'s is indicative of what 
is going on. The men get Ph.D.'s and head 
the big agencies. You rarely find a woman 
social worker doing research. The same is 
true for the clinical psychologist. They 
don't mind women getting their Ph.D.'s 
and working in their homes, or private 
offices. When it comes to research positions, 
government positions, teaching positions, 
women clinical psychologists are always 
second best. 

I might add, going back to what was said 
about the subtle pressures, that we have an 
example of this even in the socialist and 
third-world nations, where women are en- 
couraged to go into the medical profession, 
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but still do not occupy the higher govern- 
ment and research posts. 
MISS HEADLEY: I think whites, and men, 
are often not aware of the extent to which 
discrimination does exist against Bla 
and against women, but particularly against! 
Black men. I can't be too strong in taking: 
issue with our over-sensitivity. However, 
feel the country is becoming more aware of 
this issue, 
DR. SHAINESS: I think it’s interesting 
that it always seems to require the under- 
privileged group, by whatever forces, to get 
enough of an identity to rebel. If you look 
for outside help in the world, it doesn’t 
come. When the Blacks got enough co- 
hesive sense within themselves, then they 
protested and began to be heard. Women 
are coming to that. 

DR. TOBACH: One wonders how we can 
persuade the mental health profession to 
investigate itself in regard to discrimination 
against women. We are trying hard to get 
the American Psychological Association to: 
do this, but there is great resistance. 
MISS HEADLEY: The NAMH has already 
done that in relation to minority groups, 
and could now come to grips about male/ 
female relationships although there doesn’t 
seem to be as much one-sidedness as there is 
in other organizations. 
DR. SHAINESS: I think today the more 
things that are talked about, the more pub 
licity there is, the more likelihood that 
something will be done. I am concerned 
about the top level. In talking to some 
high-level psychiatrists about this problem, 
I realized that they had the best will in the’ 
world, but they still preferred an Aunt Jane, 
the equivalent of an Uncle Tom, approach. 
I don't know whether I am equal in terms” 
of competence and intellect—who does 
know this in any interchange»; but as à 
person I spoke as an equal and I saw there 
were certain things that simply didn't regis- 
ter. Further, they were astonished, as if 
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something were amiss. I would say that 
males have been so supported and are so 
arrogantly secure in their positions that 
there are certain things that, with the best 
will in the world, they can't understand. 
Virginia Woolf wrote beautifully about this 
in A Room of One's Own. It is not enough 
to talk with people at the bottom. Men at 
the top need to be drawn into a dialogue. 
They have to see that they, too, would bene- 
fit. Wouldn't it be better to eliminate the 
hostility between men and women? If 
women were freed from some of their resent- 
ments, they might, in their relationships 
with men, give more. 

DR. TOBACH: We also have to eliminate 
the woman to woman hostility, Many 
women who could lend support to their sis- 
ters who are fighting, don’t. They have 
certain comforts and are really afraid to be 
challenged and they work through denial. 
They just don’t see what exists, because 
they have arrived. I would say to women 
in general, “If you can’t help, at least don’t 
hurt" It would be nice if they could do 
that. 

DR. SHAINESS: Some of the more ex- 
tremist groups are looking for ways to ig- 
nore their femaleness completely. I don't 
want to see women give up being women. 
I want to see society permit them equal 
opportunities in every sense. I would like 
to see us give up the nonsense about certain 
aspects of gender role as being specifically 
male or female. Particularly, I would like 
to see the mental health professions foster 
equality. 

DR. TOBACH: I think one of the things 
the Mental Health Association, as a citizens 
action group, can do is to bring these prob- 
lems out in the open and encourage discus- 
sion in all professional groups. The 
M. H. A. members who are members of 
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other professions, whether it be in the men- 
tal health field or not, should be aware of 
discriminatory policies and change them. 

As a research person I would insist that 
the research people be as responsible as the 
applied people in terms of self-examination. 
We don't need any more research on Black / 
white differences; we don't need any more 
research on male/female differences. We 
need research on why human beings behave 
the way they do. 

I would also like to see the professional 

organizations admit that they tolerate dis- 
crimination. A woman who works and then 
has to come home and take care of children 
is not likely to get involved in any addi- 
tional activities. We have to be aware of 
how many women are frozen out of profes- 
sional circles, better jobs, special programs, 
etc, because of such practical matters as 
lack of facilities for day care. These are 
some of the issues to which we should ad- 
dress ourselves. For example, some profes- 
sional societies now plan to have day care 
available at their meetings so that women 
can attend. 
MISS HEADLEY: I must agree with all 
that has been said. NAMH has always had 
a good representation of women even in its 
upper echelon, but I am sure that more self- 
examination could be called for. What 
role are Black men playing in NAMH across 
the country? Are leadership roles being 
provided for them and does the committee 
structure permit full participation of both 
men and women? Are provisions made to 
make it easier for women to participate in 
meetings? Many of the things we have dis- 
cussed could be examined in our own back 
yard. 

This topic is one which is sure to be de- 
bated and from which we can learn a lot. 


H.L.P. Resnik, M.D. 
Byron J. Wittlin, B.A. 


Abortion and Suicidal Behaviors: 
Observations on the Concept of 
“Endangering the Mental 


Health of the Mother” 


Psychiatrists have borne increased responsibility for translating 
liberalized abortion laws into recommendations for interruption. 
Suicidal risk is most commonly cited, although research indicates that 
death by suicide virtually never occurs in pregnant, but rather, in 
postpartum women—an infrequent event that is rarely possible to pre- 
dict. Thus, the concept of “endangering the mental health of the 
mother"—never having been clearly operationalized—is open to broad 
interpretations. Whether an unwanted pregnancy is a danger to the 
mental health of that child (and/or its siblings) is also discussed. With 
the advent of legislative action to allow the decision for interruption 
to rest between the patient and her physician, general mental health 
guidelines are suggested for assisting the non-psychiatric physician in 
arriving at his decision to abort, or not. 


The past decade has witnessed icono- 
clastic changes in our society's attitudes to- 
ward many things, among them abortion 
and extramarital pregnancy. Psychiatry 
has found itself deeply involved in these 
changes, for it has increasingly borne the 
burden of responsibility for legal abortions 
in the United States. The abortion ques- 
tion today is characterized by nineteenth 
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century Puritanism socially, varying statutes 
legally, and evasion professionally. | 


The Law 


Although there is now a gradual move- 
ment to liberalize abortion laws, generally 
they remain unrealistic and outdated. 
Thirty-four states still forbid abortion “ex- 
cept when necessary to save the life of the 
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mother.” 27 Alabama and Oregon allow 
abortion to protect the mother's "health 
and safety" as well as life. Louisiana; 
Massachusetts, New Jersey and Pennsyl- 
vania prohibit “unlawful” abortion, but 
“unlawful” is not clearly defined! 

In 1969, Arkansas, Delaware, Kansas and 
New Mexico enacted more liberal abortion 
laws. California, Colorado, Georgia, Mary- 
land, Mississippi, and North Carolina 
adopted new abortion laws before 1969. 
These ten states generally allow abortions 
under the following conditions: (a) When 
the physical or mental health of the mother 
is endangered; (b) When the child might be 
born defective; (c) When the pregnancy re- 
sults from rape or incest. 

There is an increasing movement to do 
away with “liberalized laws” that most often 
use the vehicle of the mental health of the 
mother. The Supreme Court of California 
in its People vs. Belous decision challenged 
its state law on abortion as unconstitu- 
tional. In the District of Columbia, a re- 
cent decision * struck down a prohibition 
against abortion on the grounds not only 
that it was too vague, but that it infringed 
upon the constitutional rights of women 
seeking such treatment. Judge Gesell 
pointed out that a physician’s interpreta- 
tion of the uncertain word “health” (we 
would add “mental” health) should not de- 
termine his guilt of a felony. Judge Gesell 
also recognized that there have been in- 
creasing indications that a woman has the 
constitutional right to base her wish for an 
abortion on questions of marriage, family, 
and sex. The decision is now being ap- 
pealed. Hawaii, Alaska, and New York have 
been the first states to legislate abortion 
upon the request of a resident, in consul- 
tation with her physician. Such laws will 
Meee eae ti ee a 
*U.S. vs. Vuitch. U.S. District Court, District of 
Columbia Circuit, November 10, 1969. 
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reenforce Judge Gesell's observations by 
making unnecessary the above indicated 
arbitrary and scientifically unsubstantiated 
psychiatric indications. However, since it 
is unlikely that all states will follow this 
lead, “liberalized indicators” will continue 
in vogue. 

This paper will concern itself with an 
attempt to (a) outline the numerous in- 
stances under which “the mental health of 
the mother is endangered (EMHOTEM)"; 
(b) discuss the most frequent of these, the 
risk of suicide; and (c) discuss the indication 
of "when a child might be born defective", 
recommending that it be construed to in- 
clude not only medically or congenitally 
defective, but also psychologically defec- 
tive. This will be elaborated through the 
concept of “endangering the mental health 
of the child (EMHOTEC)”, which most 
properly parallels EMHOTEM considera- 
tions. 

The rape or incest indication has no ob- 
vious medical basis and is purely a con- 
venient legal mechanism to reenforce two 
social taboos. If the current laws on abor- 
tion are struck down as unconstitutional, 
the “psychiatric criteria” become irrelevant. 
However, so long as “liberalized laws” re- 
quire professional testimony that the men- 
tal health of the mother is at risk, then we 
should reevaluate the bases for our criteria. 


The Criteria 

What criteria might a psychiatrist use 
to grant consent for abortion under the 
newer abortion laws? Interruptions of 
pregnancy involving the mental health of 
the mother seem to be increasing at a geo- 
metric rate. Niswander, Klein and Ran- 
dall 18 reported in 1966 that “psychiatric 
disease"—which they specifically left un- 
defined—had accounted for 85% of recent 
abortions in Buffalo, New York, a vast in- 
crease from only 10% in the 1940's. 
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From our reading of the literature, a re- 
view of records and our own clinical expe- 
rience, reasons for recommending EMHO 
TEM interruptions for pregnancies appear 
diverse and definitely "in". Even the doc- 
ument by the Group for the Advancement 
of Psychiatry (GAP) delineates traditional 
criteria (usually related to psychosis) from 
ambiguous criteria involving a range of 

` other psychiatric conditions. Suicidal be- 
haviors are listed in both groups.* Although 
many criteria are currently utilized, we 
agree with Simon, Senturia, and Roth- 
man, Heller and Whittingtonj? and 
Sloane?! that there is little objective data 
to substantiate their use. 

By far, the most frequent psychiatric in- 
dication for interruption involves the cli- 
nician's estimate of the risk of serious sui- 
cidal attempt during  pregnancy.31 2, 29 
Judgments involving the probability of a 
serious attempt in the postpartum period 
are less frequent. Yet Barno's study (as we 
discuss later) suggests that the risk of sui- 
cide increases in the period following the 


pregnancy.? 


The 20-year survey of abortions in 
Buffalo hospitals revealed 482 
abortions performed on private 
white patients versus 22 abor- 
tions performed on clinic (poorer 
and even more rarely, Black) pa- 
tients during the same period. 

—ÓÓÓÁá——9 


Assuming that the suicide rate for preg- 
nant women is the same as that for all 
women, a completed suicide would occur 
once in every 16,393 pregnancies—hardly a 
threat that the physician can justify recom- 
mending an abortion. Yet there is evidence 
that the suicide rate for pregnant women is 
actually less than that for non-pregnant 
women, as we shall discuss shortly. 
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Who Suicides While Pregnant? 


Whitlock and Edwards?5 concluded in 
an Australian study of lower socio-economic 
status (SES) women that attempted suicides 
are neither more nor less prevalent among 
pregnant females than among non-pregnant 
females. They also found that about half 
of the suicide attempts among pregnant 
women were unrelated to the pregnancy it- 
self, but rather were more often precipitated 
by disputes with lovers or spouses. How- 
ever, the study lacked adequate follow-up 
and was limited to only one socio-economic 
group. 

Hook !? found that among 249 Swedish 
women whose abortion requests were re- 
fused, not one made a subsequent attempt, 
although there were 7 women with histories 
of attempts prior to their pregnancies and 
14 who had voiced suicide threats prior to 
the refusal. This study, based on a reason- 
ably large sample with a long-term follow- 
up of 7 to 11 years, is one of the best to 
date. Anderson? does report one suicide 
within a year after refusal of interruption; 
this represented one of 30 women referred 
for interruption because they threatened 
suicide. 

Otto1® approached the question by a 
review of Scandinavian suicide studies and 
reported that 3 to 10% of suicides were 
pregnant. However, other reports have not 
confirmed Otto’s conclusions. Rosenberg 
and Silver? studied coroners’ records in 
northern California during 1961-1963. Of 
the total of 207 recorded female suicides in 
the age group 16 to 50 years, only 3 (1.5%) 
were pregnant women. They predicted that 
by “actuarial expectancy” there should have 
been 17.6 suicides (8.8%) among the preg- 
nant women of counties in which the sui- 
cides occurred. They concluded that the 
rate of completed suicides in pregnant 
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women was one-sixth that for the non-preg- 
nant group. 

Rosen 24 quotes Dr. Russell S. Fisher, 
Chief Medical Examiner for the State of 
Maryland, as being able to recall only one 
pregnancy in 700 suicides which he had in- 
vestigated. In 1968, Levene and Rigney 
asked the coroners for five Bay Area coun- 
ties to review their records for the previous 
three years and note the coincidence of sui- 
cide with the finding of intrauterine preg- 
nancy. No cases were reported.* Sim 
quotes the coroner for the City of Birming- 
ham, England, as saying: “We have no 
record of any woman known to be pregnant 
and having committed suicide.” ?8 In Den- 
ver, Colorado, therapeutic abortions have 
been legally performed since 1967; as of 
mid-1969, Whittington indicated,** “There 
have been no known attempts by this 

.group." Heller and Whittington * report 
only one completed suicide in a pregnant 
woman as recalled by the chief pathologist 
in Denver. 

In an attempt to confirm this pattern, 
we undertook an investigation of female 
suicides from four major U.S. metropolitan 
areas (Miami, Minneapolis, Rochester, Phil- 
adelphia). The survey involved a popu- 
lation base of 4,366,800 people and a total 
of 7851 autopsies performed in 1968 and 
1969, We found that, of a total of 202 re- 
corded female suicides in the age group 13 
to 50 years only one (0.5%) was pregnant.*** 
However, even when a female who has 
committed suicide is found to be pregnant, 
hel nc aN T M NNNM ME 
* Personal communication, Dr. Levene. 

** Personal communication, Dr. Whittington. 
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the presence of a fetus in utero in no way 
proves that the pregnancy is causally related 
to the suicide. We do not know how many 
pregnant women suicide because of reasons 
other than the pregnancy. In some cases 
the fetus might have been an incidental 
autopsy finding, and the pregnancy un- 
known to the mother. 

Barno ? evaluated the question from an- 
other perspective. He reviewed Minnesota 
statistics from 1950 through 1965 and 
found that there were 14 suicides associated 
with pregnancy in relation to 1,301,745 live 
births, or one suicide per 92,982 births. 
Two important findings stand out: (a) only 
four suicides occurred in women bearing 
their first child, so that the risk in the pre- 
viously non-pregnant (and by inference, 
unmarried) female is even less than in the 
woman who has had other children (10 
suicides), and (b) ten of the suicides fol- 
lowed the birth of the child. Only four 
suicides occurred with the fetus in utero! 
Barno concludes (and Rosenberg and 
Silvers’ data% confirm) that the fetus in 
utero offers some intrinsic protection against 
suicide, perhaps based upon a mother's in- 
ability to actively take the very life that she 
is nurturing within her. 

It appears that the immediate response 
to an unwanted pregnancy is depression 
with hostile feelings toward the pregnancy 
within, and that is perceived subjectively as 
self-destructive suicidal ideation. These 
ideas rarely are acted out and when they 
are, will occasionally lead to benign non- 
lethal attempts whose cry for help—"I do 
not want this pregnancy’—is apparent. 
Completed suicides almost never occur; the 
suicide rate in pregnant women approaches 
zero! 


Society Sanctioned Psychiatrist-Patient 
Collusion 


Psychiatrists are generally sympathetic to 
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abortion. As we have indicated above, re- 
cent changes in the law to include 
` EMHOTEM allow psychiatrists to utilize 
the risk of attempted or completed suicide 
as sufficient criteria for recommending 
abortion. These, then, are still the prime 
reasons by which the conscientious psy- 
chiatrist who wishes to conform to the law 
can do so within his professional respon- 
sibilities. 
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tions performed on clinic (poorer and even. 
more rarely, Black) patients during the same 
period.'5 The Women's Liberation Birth 
Alternative Group has researched both legal 
and illegal methods of abortions in the 
District of Columbia. They found that at 
D. C. General Hospital a poor woman may 
receive an EMHOTEM therapeutic abor- 
tion free of charge if she is recommended 
from her local neighborhood clinic; such 


- .. the risk of suicide increases in the period following the 


pregnancy. 
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We think that the sympathetic psychia- 
trist tends to draw from a willing patient 
indications of suicidal thoughts. Further- 
more patients are often schooled by lawyers, 
ministers, family, friends, and the referring 
physicians to tell the sympathetic psychia- 
trist what he professionally needs and 
"wants to hear", Bolter states this suc- 
cinctly: “It is probably true that a great 
many suicidal attempts are grossly exag- 
gerated to make the indication not only a 
legal one, but a justifiable one to the con- 
science of all concerned.” 

This interaction infrequently occurs in 
community clinics (when such are avail- 
able) for the pregnant woman most often 
comes unschooled, unaware of what is pos- 
sible, either legally or medically, and under 
such circumstances frequently undergoes a 
hostile and dehumanizing experience. The 
present situation is conducive, then, to 
maintaining a blatant double standard that 
has been pointed out frequently. It is the 
private white patient who can afford the 
sympathetic doctors, who gets the school- 
ing, who has the connections, and who can 
obtain, if necessary, the safest legal abor- 
tion. 

The 20-year survey of abortions in Buffalo 
hospitals revealed 482 abortions performed 
on private white patients versus 22 abor- 


referrals are infrequent. Abortions are 
rarely done at this hospital, partly due to 
lack of influence by the poor, and partly 


due to apathy and/or resistance by the over- 


worked staff of this municipal hospital.* 
A suit instituted by the American Civil 
Liberties Union on behalf of Mary Doe 
challenged this abortion policy as being 
more restrictive and less accommodating 
than that readily available for middle and 
upper class citizens, thus being a violation 
of the “equal protection” principle. A 
verdict in favor of the plaintiff has been ap- 
pealed. For the lower SES group, where 
the option for childbearing is at least 
equally as great as that for the middle and 
upper classes, the use of EMHOTEM as a 
vehicle for obtaining therapeutic abortions 
is not yet equally available. 


The Emotional Sequelae of an Abortion 


Little is known of the exact extent of 
illegal abortion in this country, and even 
less is known about its emotional effects. 
According to Russell and Chayet, the ratio 
of illegal to legal abortion is estimated at 
100:1.5 In 1958, Gebhard reported that 
BECA SSA ee 
* Washington Free Press, Abortion ABC in D. C, 
Vol. III, No. 8 August 1969. 
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10% of their white unmarried college- 
educated population had become pre- 
maritally pregnant, and that almost 95% 
of these pregnancies had ended in abor- 
tion.1? As for actual numbers, the annual 
number of illegal abortions has been esti- 
mated to be 100,000 in California alone.* 

Of course, illegal abortion itself may con- 
tain elements of self-destructive behavior as 
frequently does the very act of becoming 
pregnant. By risking the dangers of amateur 
interruption, women may be engaged in 
death-risking behavior. In addition, some 
may seek out self-punishment for what they 
consider socially unacceptable acts. Viewed 
as a suicidal equivalent, illegal high-risk 
abortion may be providing "another way 
out", 

An hypothesis that has never been 
evaluated is that serious adverse emotional 
effects follow the seeking out, suffering 
through, and living with an illegal abor- 
tion. Could one not properly define 
EMHOTEM so as to include forcing the 
mother to undergo such experiences? An 
illegal abortion is a very real risk that en- 
dangers the mental health as it obviously 
endangers the physical health of a preg- 
nant woman. That fact alone might con- 
stitute sufficient grounds for recommending 
an EMHOTEM interruption! 

Available information concerning the 
initiation or aggravation of psychosis in the 
pregnant women is much too limited. We 
know from clinical experience that exist- 
ing mental illness may worsen if pregnancy 
is not terminated. Peck and Marcus, in a 
study of 50 women who received therapeutic 
abortions, found pregnancy to be a major 
precipitant of anxiety and depression in 
those women who were psychologically pre- 
disposed.2 Patt, Rappaport and Barglow *? 
in a follow-up study of 35 therapeutic abor- 
awe so Mu 
* Monroe, K., How California’s Abortion Law Isn't 
Working. New York Times, Dec. 29, 1968, p. 10. 
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tions, found that all pregnant women 
studied experienced a worsening of their 
emotional state during pregnancy, and very 
few could imagine carrying the pregnancy 
to term. However, they also found that 26 
of the 35 patients studied were emotionally 
or functionally improved following abor- 
tion. The authors concluded that, with rare 
exceptions, abortion was genuinely thera- 
peutic, or at the very least, did not result 
in psychiatric illness.** Marder found only 
4 of 102 women with therapeutic abortion 
who required follow-up psychiatric treat- 
ment.5 Levene and Rigney summarized 
previous studies and concluded that “prop- 
erly induced therapeutic abortion does not 
in itself result in significantly noxious emo- 
tional sequellae." 14 

There is other evidence that abortion 
can relieve psychic stress. Simon, Senturia 
and Rothman?? studied 46 women who 
had therapeutic abortions and concluded 
that: “. . . serious psychiatric illness follow- 
ing abortion was related to the pre-existing 
psychiatric illness and only rarely related 
to or precipitated by the abortion. A large 
number of women who were severely dis- 
turbed before the abortion responded to 
the procedure well and improved following 
it" Whittington’s preliminary survey of 
31 women who received therapeutic abor- 
tions in Colorado indicated that the vast 
majority (97%) of the respondents felt they 
benefitted emotionally from the abortion. 
Furthermore, Pugh, Jarath, Schmidt and 
Reed have indicated there is a four to five- 
fold increased risk for mental illness during 
the first three months postpartum in all 
women? We would assume that the risk 
is much higher in refused abortions, but 
TCU eae SPs av ese 
** We must note, however, that the data presented 
in their paper is variable, based on the fact that the 
follow-up period ranges from three months to four 
years. No correlation between responses and follow- 
up interval were made, and their conclusions do 
not note this. 


16 


that question remains to be researched. 
These facts suggest that the EMHOTEM 
risk increases greatly as the law forces re- 
luctant women to give birth! Recall that 
Barno? found that ten of the 14 suicides 
(7195) in Minnesota (over a 15-year period) 
had occurred following delivery! 

Unwanted pregnancies and suicide at- 
tempts have been correlated with many fac- 
tors in the mother's personality—immatu- 
rity, instability and marital stress. However, 
rejection and loss of support by the father 
or the girl's family is the most common 
cause of highly lethal attempts.* At this 
time, there is no controlled data on the 
withholding of therapeutic abortions from 
suicidal or psychotic patients, in order to 
observe any effects upon subsequent illness 
or suicidal behavior. For a list of major 
research areas where further knowledge is 
needed, see the report of the Workshop 
on Abortion held in 1969 under the 
auspices of the National Institute of Child 
Health and Human Development and the 
National Institute of Mental Health. Such 
studies are needed to provide the kind of 
proof the law would expect of scientists 
for the latter to establish a scientific basis 
for their recommendations. Since such data 
are currently unavailable, one must in- 
dicate clearly to society that recommenda- 
tions, at this time, based upon the mental 
health of pregnant women, are “guess- 
timates". 


'The Mental Health of an Unwanted Child 


What of the consequences to the fetus 
and the neonate when the mental health 
of the mother is endangered by stress of 


* This is also true for lethal suicidal attempts among 
pregnant girls in Czechoslovakia. Personal Com- 
munication, Jan Fischer, M.D., Professor of Child 
Psychiatry, Charles University, Prague, Czechoslo- 
vakia. 
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the pregnancy? What of the mental health 
of a child that is psychologically rejected 
during childhood, or even before birth— 
in utero? Is rejection of the child sufficient 
to endanger his future mental health? 
Should these factors be a consideration for 
interrupting a pregnancy? 

Whether an unborn child can suffer from 
in utero rejection sufficient to result in psy- 
chologic defect has not been established. 
Ferreira? has reviewed well the literature 
on emotional factors in the prenatal en- 
vironment. He concluded that the sum 
total of the data support the thesis that 
maternal feelings leave a prenatal "im- 
pression” upon the fetus, but that the 
mechanism is unclear. Some of the studies 
that offer evidence of this nature do so by 
way of suggesting that (a) hyperactivity in 
utero may be “conditioned” (or learned); 8? 
(b) said hyperactivity can be generated by 
altering in utero pressure by tapping or 
applying loud sounds to the abdominal 
wall.33 In utero pressure can also obviously 
be influenced by the mother’s emotional 
state (psychologic effects resulting in tense 
musculature or her own thumping of her 
abdomen); and (c) resultant fetal hyper- 
activity may predispose to hyperactive and 
neurotic children. 

Ferreira, Montagu,1® Newton,17 and 
Turner *4 in Australia have all indepen- 
dently suggested that both the pregnant and 
then the postpartum mother's emotional 
condition can influence the behavior of 
her child. The reported behavior includes 
hyperactivity, neurosis, apathy, and other 
forms of deviant behavior. A follow-up of 
2] years was reported by Forssman and 
Thuwe? who studied 120 Swedish children 
born to mothers who had been refused 
therapeutic abortion; the next child of the 
same sex born in the hospital was used as 
a control for each study subject. The un- 
wanted children were found to have less 
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secure family life, higher arrest rate, lower 
educational achievement, and need for more 
psychiatric care than the control group. 
The authors conclude that “the very fact 
that a woman applies for legal abortion 
means that the prospective child runs a risk 
of having to surmount greater social and 
mental handicaps than its peers!” 

The extreme rejection is infanticide. 
Resnick ?8 collected 168 case reports from 
the world literature to 1968. He operation- 
ally defined the killing on the day of birth 
as “neonaticide” (37 cases) and after 24 
hours as "filicide" (131 cases). Resnick in- 
dicated that 83% of maternal neonaticides 
and 11% of maternal filicides followed an 
unwanted pregnancy. Although maternal 
filicides were supposedly more often moti- 
vated by altruism (that is, to relieve the 
victim of real or imagined suffering), we be- 
lieve those children, too, were fundamen- 
tally unwanted. 

Bucove5 details the case history of an 
eight-months pregnant mother of two who 
shot herself twice in the chest (and sur- 
vived!) following the infanticide of her 
one-year son. Shooting herself was directed 
against the pregnancy, while killing her son 
represented the projection of her wish for 
no more children onto the visible evidence 
of her last pregnancy. The act took place 
eight days following refusal for tubal liga- 
tion from which she concluded that one 
had to have "suicidal tendencies" to obtain 
the procedure. 

What of the mental health of the child 
brought up by an unwed mother under 
great strain as she tries to "go-italone"? 
Or, of a child with a mother overburdened 
with raising numerous other children? Or, 
a child without a father to call its own? Or, 
With parents who beat and abuse him? Or, 
With parents who overtly reject him, since 
he remains unwanted? There is no question 
that a mother can communicate her rejec- 
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tion by the manner in which she holds, 
feeds, or cares for her child. That the per- 
sonality and emotions of children are pro- 
foundly affected by their psychologic en- 
vironment during the first six months to a 
year after birth is a universally accepted 
psychologic fact. Who is there who will 
not say that such a child introduced into 
the world under such circumstances is not a 
psychological defective? Look first to these 
children as candidates to fill our prisons! 


The unwanted children were 
found to have less secure family . 


life, higher arrest rate, lower edu- . . 


cational achievement, and need 
for more psychiatric care than 


the control group. 


Ekblad 9 feels that psychiatrists must also 
judge the effect of adding an extra child to 
a household or mother already under 
stress. We concur. In large families, es- 
pecially, the mother often does not take 
upon herself the stress of raising the new- 
born child, but spreads the responsibility 
among the siblings who are forced to share 
already limited parental time and often 
limited food within the household. This 
position coincides with the new "social 
clause" in the British law that considers the 
effect of a pregnancy upon existing children 
—i.e., “endangering the mental (or physical) 
health of existing children." 


Conclusions 


1. Studies do not show suicidal behavior 
in the pregnant female to be a significant 
threat to her life. Suicidal ideation and 
attempts can certainly be construed as “en- 
dangering the mental health of the mother" 
although that is very much different from 
being a significant threat to her life. When 
suicidal ideas are elicited they often serve 
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as a vehicle for sympathetic psychiatrists 
to recommend abortions in consonance with 
a liberal interpretation of the law. 

2. Indications are that abortions may 
lessen the possibility of endangering the 
mental health of the pregnant female by 
minimizing the probability that a post- 
partum state will result in psychosis or 
suicide. 

3. 'The mental health of the mother may 
be endangered by being forced to seek out 
and submit to criminal abortionists. 

4. The mental health (or very life) of a 
child may also be endangered when it is 
unwanted. A child may also be born emo- 
tionally defective in the psychologic sense 
that it is unwanted. Research studies were 
presented suggesting such adverse effects 
upon the emotional health of the child. 
The risk of these adverse affects could be 
considered sufficient reason for recom- 
mending interruption of unwanted preg- 
nancies. 


Recommendations 


A. Abortions based upon EMHOTEM 
be granted under the following conditions: 


1. When there is risk of precipitating 
a psychosis in the mother; 

2. When an existing psychosis may be 
aggravated; 

3. When a latent psychosis may be 
exacerbated; 

4. When there is risk of postpartum 
depressive reaction, whether psychosis or 
severe suicidal preoccupation; 

5. When there is risk that an existing 
severe neurosis would be aggravated; 

6. When there is risk of serious sui- 
cide attempt, whether during the preg- 
nancy, or, more importantly, following 
the delivery; 

7. When there is risk of infanticide, 
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crippling abuse, neglect, or abandon- 
ment; 

8. When the mother is mentally re- 
tarded and unable to comprehend her 
condition and attendant responsibilities; 
and 

9. When the likelihood is great that the 
mother would injudiciously seek out an 
illegal abortion with its attendant emo- 
tional traumata. 


B. That abortions also be based upon 
the likelihood that having an unwanted 
child endangers the mental health of the 
child. This would allow an interruption 
of a pregnancy based upon a broadened con- 
cept of "endangering the mental health of 
the child" (EMHOTEDC). It is our feeling 
that the psychologic effects of emotionally 
disturbed, depressed and/or unloving par- 
ents upon an unwanted infant can contrib- 
ute to his being born into or facing an 
immediate neonatal state that materially 
contributes to a condition of psychological- 
defect. 

It is obvious that EMHOTEM is a con- 
venient rubric that American society has 
evolved and expressed through its laws for 
shunting its responsibilities to the shoulders 
of the psychiatric profession. Because 
the great majority of psychiatrists are gen- 
erally sympathetic to pregnancy interrup- 
tions is no reason to accept such hedging. 
If the society is willing to condone EM 
HOTEM abortions, in the absence of ob- 
jective data, then let us broaden our inter- 
pretations of EMHOTEM so as to clearly 
show the meaninglessness of the term. 
There is reasonable evidence that EM 
HOTEM exists when the mother is anxious 
or depressed over carrying an unwanted 
pregnancy. Proper preventive psychiatry 
(preventing traumatic emotional sequelae), 
at that point, might well be abortion, if she 


MENTAL HYGIENE 


Abortion and suicide 


so requests. We feel quite sure that is 
already the current standard employed by 
many psychiatrists. Under these circum- 
stances, abortions will occur legally, under 
proper medical supervision, in accredited 
hospital surroundings, without inequality, 
with far less expense and with less guilt 
attached to the act. As long as state abor- 
tion laws remain outdated, not uniform, 
and require legalized permission; as long as 
a blatant double standard exists; as long as 
some formal church opposition continues; 
as long as the market for illegal abortion 
thrives—in short, as long as our society re- 
fuses to acknowledge reality, threatened sui- 
cide will continue to serve as a convenient 
vehicle for the unspoken collusion between 
patient and psychiatrist, to circumvent the 
real issue: a woman’s right—with counsel 
and medical advice—to determine her child- 
bearing options. When the courts will so 
determine, the maneuver of psychiatric con- 
sultation for abortion will be exposed as 
“the game” pregnant women have had to 


play. 
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Robert Seidenberg, M.D. 


Drüg Adverlisitig and 
Perception of Mental Illness 


Since the advent of psychotropic drugs for the treatment of mental 
illness, advertisements promoting their usage have provided a great 
financial advantage for psychiatric and medical journals and societies, 
in addition to leading to the establishment of a host of drug-industry 
supported, gratuitously circulated, periodicals. The author contends 
that many of the advertisements in the above publications suggest the 
use of these drugs to psychiatrists as well as to other physicians as the 
“treatment of choice" before psychotherapy or possible social action, 
often for life situations and problems beyond the traditional medical 
and psychiatric concepts of illness or disease; this at the very time when 
such usage by the young and others is being roundly condemned by 
much of society, including organized medicine. It is also noted that 
many of the advertisements appear to subtly reinforce prejudices against 


women. 


We are told that keeping the physician 
“informed” has become big business.? ‘The 
practitioner now receives not only the 
journals to which he voluntarily subscribes 
and those which come with membership in 
professional societies and associations, but 
also an escalating number of other free, un- 


Dr. Seidenberg is a practicing psychiatrist and 
psychoanalyst in Syracuse, New York. He is Clinical 
Professor of Psychiatry at the Upstate Medical Cen- 
ter, State University of New York. Requests for re- 
prints may be addressed to him at Suite 1604, State 
Tower Building, Syracuse, N. Y. 18202. 


This paper is adapted from one delivered to the 
Onondaga District Branch of the American Psychi- 
atric Association, in September, 1968. 
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solicited periodicals and newspapers. Of 
the latter, many are of the "controlled cir- 
culation" variety, directed toward the gen- 
eral practitioner and specialists. They are 
published by private firms who derive all 
of their income from advertising. 

A third category of communication which 
the physician receives is from individual 
pharmaceutical companies who present 
their own products exclusively. These take 
the form of circulars, drug samples, pe- 
riodicals, and at times, recordings. In addi- 
tion, there are, of course, the traditional 
visits of "detail" men who leave brochures 
and/or samples. 

Since the advent of the psychotropic 
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drugs, the psychiatrist, long free of receiv- 
ing mail has, in this regard, attained at 
least equal stature with his fellow physi- 
cians. He may indeed have derived special 
attention since psychoactive drugs today 
constitute 60%, of all prescriptions written.* 
Journals of the professional societies, 
privately published journals and those that 
come directly from the pharmaceutical 
companies contain numerous drug adver- 
tisements. 

"There appeared in the June, 1968, issue 
of Psychiatry Digest on the Publisher's Page, 
an editorial entitled: “Who Pays the 
Piper?" ** The writer of the editorial con- 
ceded that the old adage said: "He who 
pays the piper calls the tune." However, 
as with most homilies, this one was not 
universally true. The editorial gave excep- 
tions—one being Psychiatry Digest. It 
stated: “Many physicians are puzzled by the 
concept of ‘controlled circulation.’ They 
are not quite sure what it means, and when 
they receive a journal on a regular basis, 
free of charge, they wonder where the 
‘hooker’ is. Really, there is none.” 

The article explains that the “controlled 
circulation” journal is mailed free of charge 
to 19,000 psychiatrists. With no paid sub- 
scriptions, the costs are borne by adver- 
tisers who place their messages (italics mine) 
in the pages of the journal. The editorial 
writer then assured and “cannot emphasize 
too strongly” that the editorial policy of 
Psychiatry Digest is beholden to no one. 
Not only is all editorial material reviewed 
by a distinguished board of editors and 
editorial staff, but so are the advertisements, 
earlier called “messages”. 

The journal then “represents a sym- 
biosis”, we are told. The advertiser brings 
his message to practicing psychiatrists and 


* Editor's note: The editorial cited was written 
by the Editor of Clinical Medicine. 
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provides the revenue for all costs. The last 
paragraph indicated that the editors sit 
above commercial considerations but hope- 
fully “not in an ivory tower”. 

Although one does place credence in the 
judgment of men of good will and high 
standing, bitter historical experience has 
taught us to be skeptical of the concept of 
self-policing and self-judging. Credibility 
would be greatly enhanced if we had more 
objective, hopefully external, surveillance. 

The statement of selection of and control 
over advertisements by the editorial staff is 
germane to the theme of this paper. It 
places at least partial responsibility for con- 
tent upon them. In this regard, we must 
acknowledge that “messages from the spon- 
sor” may not only sell products but also 
mold opinion and form attitudes. For in- 
stance, the concept of mental illness for 
which drugs might be prescribed can be 
expanded to include otherwise (formerly) 
acceptable idiosyncratic behavior or capri- 
ciousness. The burden of giving a child a 
bath at night, or a distaste for washing 
dishes might be converted into medically 
treatable syndromes. Similarly, displays of 
anger, irritability or possessiveness become 
indications for tranquilization. And, addic- 
tions to food, alcohol or self-administered 
drugs are to be replaced by addiction to 
those medically prescribed. Similarly, at- 
titudes toward groups of people—women 
for instance—can be influenced by an in- 
ordinate use (quantitatively) of pictures of 
them as “sick” or disturbed. One can create 
the image of women as not only the weaker 
sex but the sicker sex. 

As the reader well knows, theoretically 
neither the advertisers nor the editorial 
staff have free hands in these matters. There 
are federal regulations covering prescrip- 
tion-drug advertisements which are enforced 
by the FDA (see Federal Register). They 
caution that advertisements must not be 
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"false, lacking in fair balance or otherwise 
misleading". Apropos to the present thesis, 
advertisements must not use "headline, sub- 
headline, or pictorial or other graphic 
matter in a way that is misleading." There 
are in all twenty-two specific practices in 
Section 1.105 (6) of the Federal Register 
(June 27, 1968) relating to prescription drug 
advertising which come under FDA scru- 
tiny. 

In addition to the boundaries set by fed- 
eral law, the American Medical Association 
has evolved "Principles Governing Adver- 
tising in the AMA Scientific Publications." 
These ethical considerations of the AMA 
largely follow FDA guidelines. Only the 
pharmaceutical products approved by the 
FDA can appear in the AMA journals. The 
AMA cautions that “the advertisement 
should not be deceptive or misleading.” It 
is quite apparent that neither FDA regula- 
tions or AMA principles can prevent adver- 
tisers from spreading a “specious” message 
in the area of psychiatry since so much here 
is controversial and often a matter of morals 
or politics as much as “nerves”. Shouldn’t 
the elderly mother be tranquilized so that 
she can continue to live in the home? 
Shouldn't the young mother be sedated so 
that she can do the dishes or take care of 
her young boys? It would appear that FDA 
regulations as well as AMA guiding prin- 
ciples give mental drug advertisers a free 
hand in extending indications for their 
products and, thereby, of shaping psy- 
chiatry. Ironically the American Psychiatric 
Association, which should be extraordinar- 
ily interested in this issue apparently has 
not published specific guiding principles for 
mental drug advertisements for its own, or 
other, journals. What, to this writer, were 
some of the most specious advertisements, 
appeared in periodicals of the APA. 

If drug companies, in spite of this 
enormous subsidization, exert no pressure 
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or control over scientific articles and opin- 
ions, one assumes that with the approval of 
the editors who are either directly or in- 
directly their employees, they have relative 
autonomy on the content of the advertise- 
ments. 

Recently we have witnessed the prohibi- 
tion of the cigarette advertisements which 
tend to glamorize smoking and attempt to 
induce young people to take on the habit. 
Advertising has been justified by others in 
that it aids the economy by creating jobs 
and decreases the cost of an item by pro- 
moting wider use. The cost of cigarettes 
goes down as they become mass produced. 
The same with antibiotics. Presumably the 
same with tranquilizers and other psycho- 
tropic drugs. Drug companies might there- 
fore want to inform and influence the 
physician to prescribe these drugs to an 
ever widening number of patients. One way 
this can be done is by extending the indica- 
tions for drug usage to encompass a variety 
of "symptoms" or situations that the 
physician or psychiatrist may not have 
thought of. Also, there is increasing en- 
couragement to the general practitioner to 
treat these "symptoms". By this process, 
are more and more people falling into the 
classification of the mentally ill as the in- 
dications for the drug are increased? Or, is 
there really no mental illness? Is drug ad- 
diction being augmented and promoted at 
the very time when the nation is appalled 
and dismayed by the use of self-supplied 
and administered drugs by the young? 
Couple this with the statement of Sir 
Derrick Dunlop, chairman of the Ministry 
of Health's Committee on Safety on Drugs, 
Great Britain: “The average physician can- 
not make a critical evaluation of a drug, he 
only has his impression, conditioned by 
pharmaceutical claims. This leads to 
prescription by suggestion rather than on 
information." 1° 
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It is estimated that of the total drug bill 
of Americans of 3.9 billion dollars, 20% is 
spent on "mind-drugs"—tranquilizers, psy- 
choactives, etc. As Dr. James L. Goddard 
reported, 600-800 million dollars is spent 
yearly for the advertisements and promo- 
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a survey of the last three years (American 
Journal of Psychiatry), found drug adver- 
tisements to be 88% of the total. When this 
paper was written the income from adver- 
tising was tax-exempt? but became taxable 
in 1969. 


The drug industry openly acknowledges the enslavement of 


women. ... 


——————————— UUULU" MEME d 


tion of all drugs.!2 This is a little less than 
the total spent on all medical schools in 
the United States in 1966.11 We might esti- 
mate that 200 million is spent in promotion 
of psychotropic drugs. (And it is to be 
noted that in the last ten years the use of 
these drugs has doubled.) At that rate, with 
19,000 psychiatrists in the USA who are sup- 
posedly the professionals best equipped to 
prescribe psychotropics, is 10,000 dollars a 
year per psychiatrist being spent by the 
drug industry to promote these drugs? 
(This is more than the yearly pay of the 
average high school teacher.) 

National psychiatric bodies have bene- 
fited handsomely from the pharmaceutical 
industry. For instance in the American 
Psychiatric Association, the gross income 
from advertising appears to be substantially 
more than that from membership. In 1968, 
membership dues contributed to 32% of 
total income ($532,825 from dues to a total 
income to the APA of $1,685,731). 

Of the total income of publications of 
the APA, approximately one-third comes 
from subscriptions, the remainder from 
advertisements. The APA could not supply 
data concerning the percentage of drug 
advertisements to the total, but admits that 
it constitutes “the bulk” of advertisements.* 
This was confirmed by the author who, in 


* Personal communication to the author from 
Walter E. Barton, M.D., Medical Director, APA, 
October 24, 1969. 


The American Medical Association en- 
joys an annual income of over fifteen mil- 
lion dollars from advertising, but figures of 
costs and profits are not available because 
"we make no attempt in our accounting 
system to segregate such costs." However, 
the AMA admits that 43% of its total in- 
come comes from advertising, compared to 
33%, which is derived from membership 
dues.” This does not include the financing 
of meetings, trips, cocktail parties, and pub- 
lications, etc. One can see that advertise- 
ments play a large role in directly subsidiz- 
ing the medical profession, now including 
the American Psychiatric Association.** 

The issue here is not the very legitimate 
aim of remaining solvent, but the possible 
consequences of the dependency of this 
professional organization for a large share 
of its operating funds on sources, other than 
membership, which must be mainly in- 
terested in promoting their particular 
products, and a still much debated and con- 
troversial type of therapy.5 

'This support has placed the American 
Psychiatric Association in an advantageous 
financial position vis-à-vis other societies, 
say of psychologists, social workers and psy- 


** Two of the most prestigious lectureships of the 
annual meeting of the American Psychiatric Asso- 
ciation are now endowed by drug companies: the 
Benjamin Rush Lecture on Psychiatric History by 
Roche Laboratories and the Adolph Meyer Lecture 
by Smith Kline and French Laboratories. Psychiatric 
News, p. 1, March, 1970. 
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choanalysts, who have no drug industry 
support in their journals. 

In presenting these facts about the largest 
and most prestigious psychiatric body in the 
United States, the intent is to ask if such 
dependence on one source is healthy for 
psychiatry, and if it gives advertisers a 
freedom and boldness to go beyond the 
limits of good taste and even ethical con- 
duct in the presentation of their products. 

This writer fully acknowledges the reality 
of chemotherapy as a widely-used adjunct in 
psychiatry. Furthermore, most psychiatrists 
today either prescribe or recognize the use- 
fulness of psychotropic drugs in “mental 
illness”. Psychiatry has its diseases and its 
treatments. Evidence from the literature 
indicates that chemotherapy is of great help 
in the hospital and “ambulatory” manage- 
ment of schizophrenia. 

Recently serious questions as to the effec- 
tiveness of anti-depressant drugs have been 
raised. In a study at the Psychiatry Drug 
Clinic, Vanderbilt Clinic, Presbyterian Hos- 
pital, Drs. Maureen Kanzler, Sidney Malitz, 
and James C. Higgins, testing six of the 
leading anti-depressants in a double-blind 
evaluation, found no significant difference 
between the 128 moderately to severely de- 
pressed patients receiving a drug and the 20 
receiving a placebo.® 

The application of psychotropic drugs in 
the psychoneuroses is controversial as is 
their application in addictive syndromes 
and “the sociopathic” states. Here attitudes 
and behavior in every day life may mot 
legitimately come under the heading of “ill- 
ness” bringing forth the ethical question as 
to whether they should be medically treated. 
And, to what extent should the general 
physician be encouraged to treat both psy- 
chiatric “diseases” and these other “deviant” 
areas with drugs? i 

This writer has selected seven categories 
where advertisers, with apparent approval 
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of editors, more than educating the physi- 
cian about their drugs, seek to extend usage 
in penumbral areas of indication—thus 
tending to include many ordinary and . 
existential problems of living under a 
clinical umbrella of mental disturbance. 

It must be borne in mind that the psy- 
chiatrist or physician is the “consumer” 
toward whom these ads are directed. As 
will be demonstrated, the “pitch” is often 
directed toward his needs and biases as 
much as the well-being of the patient, i.e., 
what to do with the bothersome patient. 
(Ironically, there is also an occupational 
hazard involved. He, himself, as well as his 
family, often become the literal consumers; 
the incidence of narcotic addiction amongst 
physicians is twice as high as in the general 
population.) * 


Here are typical examples for some cate- 


gories in which the extension of drug use 
is recommended. 


1. Therapy for “Weltschmerz” 


This is an example of an advertisemen. 
of high sophistication appearing in the 


The burden of giving a child a 
bath at night or a distaste for 
washing dishes might be con- 


verted into medically treat- 
able syndromes. 


Journal of the American Medical Associa- ` 
tion. It combines a multicolored surrealistic 
painting with a quotation from Maxim 
Gorky as portraying both the appearance 


* Drugs have become the major implement of sui- 
cide amongst physicians. Forty per cent of physi- 
cians who committed suicide, a recent study showed, 
"were caught up in a vicious drug dependency 
cycle.” Psychiatric News, September, 1969, page 12. 
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and the language of anxiety which must be 
alleviated by a psychotropic drug. The 
quotation, from Gorky, is: “Everyone 
wanted to live and no one knew how, no 
one could freely follow the path of his 
desires, and every step into the future 
caused an involuntary glance back at the 
present which with the powerful relentless 
hands of a greedy monster halted man in his 
tracks and enmeshed him, in a viscid terror. 
. «+ There was always dreams and anxiety, 
sometimes terror, and the dark glowing 
city . . . surrounding the people like a 
prison and giving back the sun's rays." * 
Gorky is describing is he not, "Welt- 
schmerz", or the "fear and trembling" of 
Kierkegaard? 

Is “Weltschmerz” to be thought of as a 
clinical entity and treated with drugs? In so 
doing, do we approach a point of going 
beyond treating the mind to a pacification 
of "soul" itself? Is Hannah Arendt com- 
pletely old-fashioned when she writes: “The 
human condition is such that pain and 
effort are not just symptoms which can be 
removed without changing life itself; they 
are rather the modes in which life itself, 
together with the necessity to which it is 
bound, makes itself felt. For mortals the 
‘easy life of the gods’ would be a lifeless 
life?” 


2. The Person Distressed by “Tedious” 
Tasks 


This is a “before” and “after” type adver- 
tisement showing a woman distressed and 
overwhelmed by the pile of dirty dishes 
before her. Following medication, the job 
is "happily" accomplished.^ 

"There are several implications of this pre- 
sentation—the caption notwithstanding, 
which states: "If chronic fatigue and mild 
depression make simple jobs look this 
big...." First of all, one might gather that 
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either the difficulty with, or reluctance to, 
doing dishes may be a sign of mental illness. 
Second, that a reluctance to do simple jobs 
can stem from nothing besides "chronic 
fatigue or simple depression." Third, that 
it is psychiatrically sound and medically 
ethical to prescribe drugs to overcome a re- 
sentiment about what in other days was 
one's role in life. Fourth, it deflects the ob- 
server from a feasible alternative for this 
woman—mainly using the prescription 
money as a down payment on an electric 
dishwasher, or a more radical change in life 
style. 

As a corollary to the "tedious tasks" 
advertisement, one often sees womeii por- 
trayed in their humdrum environment, 
with the recommendation that they be 
drugged to become adjusted to their lot. 
The drug industry openly acknowledges the 
enslavement of women, as shown in an ad 
with a woman behind bars made up of 
brooms and mops. The caption reads: 
"You can't set her free but you can help 
her feel less anxious." ^? Another one 
pictures a woman who, we are told, has an 
M.A. degree, but who now must be con- 
tent with the PTA and housework. This, 
we are advised, contributes to her gyneco- 
logical complaints, which should be treated 
with drugs,>2 

A parallel with general medicine might 
be drawn: A drug company would not be 
allowed to advertise the use of antibiotics as 
treatment for the common cold. Does 
apathy or anger about washing dishes, 
scrubbing floors, or not working outside the 
home constitute a sufficient indication for 
mental drug therapy? The use of psycho- 
tropic drugs, besides possible medical com- 
plications, has the hazard of addiction. A 
recent study of clinic patients has shown 
that it was most difficult to stop these drugs 
once they were introduced into the thera- 
peutic regimen.* 
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3. The Person Bothersome to the Physician 


The caption reads: “When the emotion- 
ally impaired patient pays an office call.” 
There are four “symptoms” that one can 
go by, according to the advertisement. They 
are: 


A. She asks for your help, but just can’t 
seem to follow through on your ad- 
vice. 


B. When not at your office, she’s con- 
stantly on the phone; can’t sleep, 
headaches, GI upset. 


C. She often seeks a physical explanation 
for her distressing emotional state. 


D. She’s excessively apprehensive; de- 
mands much of your attention. 
(italics mine) ¢ 


The initial caption as stated above is some- 
what misleading in its implicit assumption 
that the patient is “emotionally impaired” 
before being seen by the physician. We can 
gather the physician has a right to consider 
her emotionally impaired because she be- 
haves that way in his office. In all, the ad- 
ministration of tranquilizers to patients 
because they upset the doctor or his office 
routine appears to be dangerously close to 
the penumbrium of unethical medical con- 
duct. 


4. The Person Bothersome to His Family 


In this advertisement, a distraught, 
angered man is exclaiming: “Women are 
impossible!” At first glance we might as 
sume that he is the candidate for tranquili- 
zation, but the message to the psychiatrist 
is: “In premenstrual tension, your prescrip- 
tion of Equanil can help ease his wife's 
anxiety, thus reducing her irritability and 
nervousness,” 4 

A similar, also misogynistic, advertise- 
ment shows an elderly couple in bed— 
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husband trying to sleep, wife sitting up 
apparently in the midst of a tirade.41 The 
rubric states: “A ‘sleeping pill’ for night 
squawks.” The text goes on: “She has 
insomnia . . . so he's awake. Restless and 
irritable, she growls at her husband. How: 
can this shrew (sic) be tamed? .. .” (In- 
terestingly, another ad for the same pill 42 
refers to “A ‘sleeping pill’ for the passive 
resister.”, with a picture showing a male 
member of a group therapy session dozing 
off. The copy reads: "He's fallen asleep. 
Passive resistance to therapy? In a way. 
Even when he's just drowsy, he's not recep- 
tive. ... He'd respond better to any kind 
of therapy after a good night's sleep." 
While the man is not shown in a partic- 
ularly favorable light, he is not called a 
"shrew", nor his utterances "squawks". 
“Passive resister" is a mild epithet.) 

Aside from statements ot misogyny which 
in themselves might resonate well with the 
bias of the intended observer (male doctor) 
and thereby sell drugs, we witness the most 
interesting modification of ethics whereby 
the psychiatrist is asked to serve the hus- 
band's need rather than those of his patient 
(presumably the wife) Residents in psy- 
chiatry learn that the patient's behavior, as 
a result of therapy or other life forces, may, 
temporarily or permanently, antagonize the 
mate. Many psychotherapists have observed 
that the improvement of the mental health 
of one partner might upset a marriage rela- 
tionship.4 Szasz has commented on the 
shaky ethical position of tranquilizing a 
person to placate others. And, finally, 
woman's behavior, as all good misogynists 
know, can be charitably attributed to either 
pre- or post-menstrual tension. 

Placing the wife of a distraught husband 
on tranquilizers often has the added risk of 
increasing the self-doubt of the woman. 
There are indications that the prescription 
of “mind drugs" by the specialist increases 
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apprehension about one's reality-testing 
capacities.14 


5. Existential Problems of Living May Now 
Be Alleviated Through Drugs 


Raising a family has traditionally been 
held to be a fulfilling and rewarding life- 
job for a woman. One advertisement show- 
ing four youngsters indicates the pathogenic 
effects of raising children. The copy reads: 
“Mrs. Lindquist has a growing problem... 
and gastritis.” We are told that she is 
harried, her life is filled with crises, and 


In an age that decries the de- 
pendence on drugs by the 
young, the drug industry 
repetitively urges their use, 


thereby discouraging for- 
merly respected human qual- 
ities of endurance, patience 
and mastery. 


that she often feels that she will never sur- 
vive until bedtime. It is implied that these 
may contribute to her gastritis or that she 
was feigning symptoms to get out of her 
onerous tasks with the children. The text 
states: ". . . and, unfortunately these are 
the very days her stomach chooses to 'act 
up’. A coincidence?" e 

As possible treatment for gastritis, we 
cannot quarrel with alleviating this distress. 
But, is there some social remedy other than 
tranquilization indicated here? And, what 
would her grandmother think if told that 
this woman was being made mentally ill by 
the four healthy, happy, playful boys who 
are depicted here? The advertisement sug- 
gests that the role of mother to four ob- 
viously normal children is beyond the 
capacities of Mrs. Lindquist. In attacking 
“motherhood”, this pharmaceutical com- 
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pany has gone beyond a subject where 
politicians and others have traditionally 
feared to tread. Will these children get the 
drug habit, as is suggested for the mother, 
for existential problems of living that may 
confront them in their adolescence and be- 
yond? Dr. Mitchell Balter, supervisory re- 
search psychologist at the National Institute 
of Health, feels that the middle-class, 
affluent youth who are the new class of drug 
users were "spawned by a generation of 
legitimate drug users." He said: "A social 
acceptance of drugs to alleviate uneasiness 
has led to a younger generation who use 
drugs illegally." 


6. Use in Somatic-psychic Conditions 


As an example, one advertisement pro- 
motes the use of psychotropic drugs for car- 
diac ailments which may leave the patient 
depressed or anxious. No longer need a 
middle-aged patient call on his inner re- 
sources and strengths to overcome or deal 
with the scourges of nature and biology. 
Tranquilizers are suggested as a means of 
forgetting his bodily "wound", and perhaps 
the dismaying problem of aging. The shat- 
tering effects of invalidism and/or its re- 
strictions can be mitigated, it is suggested, 
through tranquilizers or mood elevators.f 


7. Socially Accepted Character Traits Come 
Under Suspicion as “Poses” 


This drug firm is suspicious of the man- 
ner people (in this case, a woman) present 
themselves. Here is an attempt to "edu- 
cate" the physician, from being deceived 
by appearances. The questions are asked: 
"Do you have patients who try to hide 
anger behind charm? Do you have pa- 
tients who try to hide anguish behind arro- 
gance?" g 

This appears to be an instruction to the 
psychiatrist and physician which steps be- 
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yond propriety. Is "charm", an attribute 
which we have always generally loved in 
women, now to come under suspicion? And, 
is arrogance to be poorly tolerated in a man 
as well as a woman? The implications of 
such messages are far-reaching. Would one 
expect the next advertisement to read: “Is 
your patient honest and scrupulous—cover- 
ing larcenous and/or revolutionary tenden- 
cies" One might possibly feel justified in 
prescribing drugs for anti-social or asocial 
traits but for conforming ones? Even if 
there were justifications in alerting physi- 
cians to the existence of defense mecha- 
nisms of "reaction formation", and "over- 
compensation", is it not negligence to ig- 
nore the reasons for the underlying “anger” 
or "anguish"? Is chemistry to be the solu- 
tion of first resort? 


Conclusions 


Most of the periodicals which a psychia- 
trist reads today, either of the subscribed or 
"controlled circulation" variety, are par- 
tially or totally subsidized by the drug in- 
dustry. Although the question of effects on 
content of journals is too complex to ascer- 
tain, the matter of influence on psychiatry 
through "message" is indisputable. Yet, 
even if there is no evidence to support the 
contention that this subsidization has modi- 
fied the choice or content of scientific arti- 
cles, neither can it be said that it is certain 
that censorship or biased selection of arti- 
cles has not taken place. If there has been 
no overt coercion or intimidation, as editors 
all publicly maintain, the principle of 
"power in reserve" is still operative: the 
precipitous withdrawal of advertising from 
one periodical by a consortium of drug com- 
panies would leave it totally without sup- 
port. It would have to go out of business. 

It appears that companies advertising 
psychotropic drugs have gone beyond the 
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euphemism of educating the physician 
about their product. Indeed, they are at- 
tempting to increase the indications by 
making ordinary conditions of living path- 
ological entities. In an age that decries the 
dependence on drugs by the young, the 
drug industry repetitively urges their use, 
thereby discouraging formerly respected hu- 
man qualities of endurance, patience and 
mastery. Furthermore, this encouragement 
of drug usage, besides the addiction poten- 
tialities, tends to diminish the value of, and 
possibilities for, social and political action. 

They also appear to pander to society's 
prejudice's concerning women, who are al- 
most always portrayed unfavorably, and 
never (at least not in the last ten years in 
the twenty-four journals studied) as a thera- 
pist, despite the fact that 15% of all psychia- 
trists are women. 

There are indications that an undermin- 
ing of accepted psychotherapeutic practice 
is promoted by drug companies. This is 
seen in those advertisements that encourage 
the psychiatrist to prescribe in the interests 
of others rather than in the interests of the 
patient, granting that such a position can 
be facilely rationalized, i.e., that it is in the 
patient's interest if he becomes easier to 
live with. 

'The pharmaceutical industry has taken 
full advantage of the myth that mental ill- 
ness is like any physical disease. The FDA 
appears to be stymied by this confusion, be- 
cause it is now forced to treat the presenta- 
tion of psychotropic drugs as it would the 
advertising of penicillin. 

However, drug companies are no longer 
merely suggesting a treatment for mental 
illness, but through repetitive triphammer 
"messages", encouraging a way of life, 
mainly as Dupont used to say, "Better 
things for better living through chemistry." 
Hopefully the psychiatrist might evaluate 
such ads critically, but what of the general 
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practitioner, an internist, or obstetrician to 
whom these ads are being increasingly di- 
rected? Conceivably not wanting to wash 
dishes might be a sure sign of a mental 
illness for which psychotropic drugs might 
be ethically prescribed. However, one might 
find instances where this reluctance is the 
anger of a wife who resents her role—this 
surely is not mental illness. 

It is this writer's impression that the 
FDA is painfully ingenuous in this area. 
Skilled and astute in medical fields, it ap- 
pears to see nothing "misleading or out of 
balance" in what amounts to a rampant 
takeover and distortion of psychiatry by the 
drug industry. 

Some say that psychiatry today is in the 
throes of an identity crisis. Others apoca- 
lyptically see the end of psychiatry even 
as a viable and significant specialty. For, 
the latter say, with psychologists and so- 
cial workers pre-empting rational psycho- 
therapy by default on the one hand, and the 
education of general medical practitioners 
through "pictures", coupled with their su- 
perior familiarity with drugs and with 
bodily processes on the other, psychiatrists 
at best will find themselves to be inferior 
in either sphere, Psychiatry may have lived 
its short, sweet life as a prideful entity. 

Psychiatry has itself to blame for insisting 
on strengthening its identification with 
medicine. In interpreting warnings as at- 
tacks, it tragically erred in wholeheartedly 
embracing the opportunity to become “med- 
ical" once more by now being able to pre- 
scribe as a “true” doctor should. To do this, 
mental problems must be defined as dis- 
eases. Thus the seeds of destruction were 
sown. Psychiatrists initially encouraged the 
belief that mental illness was like any other 
medical disease for which specific drugs 
could be given. The drug industry did a 
turnabout and now wholeheartedly em- 


ROBERT SEIDENBERG 


braces a corruption of Szasz's thesis of the 
"myth of mental illness"—advertising that 
there are problems of living, all sorts of 
them, from washing dishes to raising chil- 
dren, for which drugs are to be ethically 
prescribed. 

There is more than a suspicion that the 
psychotropic drugs are being prescribed 
with greater abandon and less forethought 
by general practitioners and other special- 
ists than by the psychiatrist, with the ob- 
vious encouragement of the drug companies 
and with no caveat from official psychiatry.* 
Would any other specialty of medicine re- 
main so reticent? ** 

Finally, the potential for imitative drug 
usage by offspring of the “psychotropic drug 
generation” is enormous.? Have the young, 
copying their elders, already become increas- 
ingly dependent on the chemical solution 
to social, moral, and psychological problems 
of living? It would appear that the phar- 
maceutical companies and the journals, in 
which their advertisements appear, have 
promoted such usage. 


* Advertisements of tranquilizers and other psycho- 
tropic drugs constitute an inordinately large seg- 
ment of journal space received by the general 
“physician.” In 1969, of all drug advertisements 
in the Journal of the American Medical Association, 
3295 were for "psychotropics". In those of the 
"controlled-circulation" publications sent to all 
physicians, this percentage is somewhat higher. For 
instance, in Hospital Medicine, which is gratuitously 
sent to all physicians containing "original articles 
devoted to the care of the hospitalized patient," 
87% of the advertisements promoted psychotropic 
drugs. (Personal survey of the author.) 


** In the spring of 1969, the Assembly of District 
Branches of the APA approved, almost unani- 
mously, a resolution originating from the Onondaga 
District Branch (Syracuse area), calling for closer 
scrutiny of drug advertisements of the American 
Journal of Psychiatry. A committee of psychiatrists 
of the APA has now been appointed for this pur- 
pose. The AMA is now taking similar steps. 
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Editor's Note: After this article went to press the author brought to our attention two articles sharing 


imi i active drugs. They are: 
similar concern about the promotion of psychoactlts ANU sein and D. C. Ransom in the July 81, 197 


Psychoactive Drugs”, by H. L. Lennard, L. J. Epstein, A. 


issue of Science; and Dr. W. Palmer Dearing writing in 


“Hazards Implicit in Prescribin; 


Group Health and Welfare, August, 1970. A “re- 


buttal" to Dr. Dearing appears in the November 4, 1970 issue of Psychiatric News. | 
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Gene Usdin, M.D. 


The Coin Needn't Smell: 


A Response to the Seidenberg Thesis, 


So often those who have valid points to 
make diminish their effectiveness by over- 
statements and by not taking the issue in 
the total context. They frequently commit 
the very errors of judgment that they ac- 
cuse others of making. Misplaced empha- 
sis, passionate polemics, slanted stress, and 
out of context quotations often spoil the 
presentation of what might otherwise have 
been a meaningful contribution. Such, it 
seems to this writer, is the case with Dr. 
Seidenberg's article. 

A response to his paper could revolve 
around five basic questions. 1) Are jour- 
nals better scientific vehicles because of 
funds generated by the advertisements they 
carry? 2) Do men of good integrity serve 
conscientiously on the Board of Editors? 
3) Are the physician readers gullible and 
unwisely influenced in the utilization of 
medications? 4) Should medical organiza- 
tions not accept any contributions from the 
drug industry? This includes funds for 
lectureships, awards, research projects and 
for needy medical students. 5) Since sub- 
scriptions cannot support the publication 
of diverse points of view and wide differ- 
ences of opinion, who, then, should keep 
the communications channels freely open? 
Dr. Usdin is Director of Psychiatric Services, Touro 
Infirmary, 1400 Foucher St., New Orleans, La. 70115. 


He is Editor of Psychiatry Digest and on the Board 
of Editorial Consultants of Mental Hygiene. 
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Government? And then I suppose we need 
no longer worry about undue coercion or 
opinion shaping controls? 

A basic principle concerns the extent to 
which drug companies should be allowed 
to advertise. Since Dr. Seidenberg con: 
cedes there is no control over such adver- 
tising, whether or not the journal is pub- 
lished by a professional society or comes 
directly from the drug company, the ques- 
tion arises as to whether or not it is proper 
for drug companies to advertise—be it in. 
drug journals, newspapers or billboards. | 

Of cardinal importance is whether sibl 
sidization of the drug industry has modified 
the choice or content of articles. Actually, | 
subsidization by the drug industry has made 
possible a wide publication of articles. In- * 
stead of a narrow selection of published 
article, we find an abundant literature. 
Indeed, probably unlike most other fields, 
any article in psychiatry or medicine which 
meets the bare essentials of good writing 
usually finds publication. A putative arti- 
cle is rarely frustrated. Dr. Seidenberg | 
might do well to criticize the overabun- x 
dance of articles while wondering whether 
or not some well written articles might not - 
have been published were there fewer jour- 
nals. | 
Dr. Seidenberg's criticism of the fact that 
"two of the most prestigeous lectureships 
of the annual meeting of the APA are en- 


MENTAL HYGIENE 


* 


A response to the Seidenberg thesis 


dowed by drug companies" needs special 
attention. These lectures have been 
awarded to outstanding scientists and teach- 
ers in the medical and ancillary fields and 
serve an honorable and useful purpose. 
Does Dr. Seidenberg object to the use of 
profits by these firms to sponsor lectureshi ps 
run entirely by men of integrity who govern 
the society and who appoint an indepen- 
dent committee that selects the lecturer? 
Even if the degree of nefariousness in pro- 
motion of their products was such as Dr. 
Seidenberg would have us believe, would 
he suggest the abolishment of such lectures 
because the APA lacks the integrity and 
judgment to remain uninfluenced by the 
pharmaceutical firms? What type of analogy 
might be made between the way that Nobel 
developed the capital to set up the Nobel 
Peace Prize, or the way that the Rockefel- 
lers, Kennedys, and Carnegies initially 
made their money to set up the vast founda- 
tions which so greatly benefit mankind in 
so many diverse ways? In the last analysis, 
Dr. Seidenberg’s thesis might be that since 
all money is tainted, it should never be 
used. 

Dr. Seidenberg states that “the FDA is 
. .. skilled, and astute in [reviewing adver- 
tising in] medical fields” but then makes 
the judgment that “it appears to see noth- 
ing ‘misleading or out of balance’ in what 
amounts to a rampant takeover and distor- 
tion of psychiatry by the drug industry"— 
a bold accusation, Advertisements for the 
treatment of arthritis and other physical 
ills are as glowing and resplendent as those 
for treatment of anxiety. 

His contention that publications are sug- 
gesting the use of drugs to physicians as the 
"treatment of choice" before psychotherapy 
or possibly social action is again a rather 
sweeping statement that does injustice to 
the judgment and ethics of physicians. Are 
physicians really dullards who await in- 
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structions from detail men and Madison 
Avenue? If so, blame our medical educa- 
tion system as well as the manufacturers. 
That there is a degree of undue influence 
by such advertisements and publications is 
obvious, but the possibility that taken in 
total context the good outweighs the harm 
should also be considered. 

It should be noted that advertisements in 
the American Journal of Psychiatry are 
monitored to reject advertisements suggest- 
ing the use of psychotropic drugs for the 
tensions of ordinary problems of living. 

Dr. Seidenberg's paper makes a valid 
point regarding the subtle—or not so subtle 
—danger of the influence of pharmaceutical 
advertising on today's physician. However, 
his thesis is not original and it has already 
been given careful consideration by physi- 
cians (especially psychiatrists) of good in- 
telligence, repute, and ethical standing. 
Actually, this entire issue has been brought 
before the American Psychiatric Associa- 
tion and its Assembly of District Branches, 
and the strong consensus has consistently 
been that the organization is led by men of 
high integrity and that no favors have ac- 
crued to advertisers or those supporting 
special research, awards, or lectureships. 
He is correct in stating, however, that finan- 
cial support derived from advertising places 
the APA in an advantageous financial posi- 
tion not enjoyed by other groups such as 
psychologists, social workers, and psycho- 
analysts; but is this relevant criticism? 
Advertising has to look to its audience, and 
Dr. Seidenberg's logic would imply that it 
is unfair for Vogue to secure advertising for 
ladies’ clothes when Popular Mechanics is 
unable to secure the same advertisement. 
It would have been more relevant for Dr. 
Seidenberg to have devoted his attention to 
the effects of nonprescriptive drug adver- 
tising in the mass media. In this regard it 
is interesting that the National Association 
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of Broadcasters recently announced a for- 
mal set of guidelines for advertising non- 
prescriptive drugs on television. The 
guidelines are primarily restrictions of over- 
dramatized presentations and avoidance of 
depiction of drugs as a simplistic solution 
for problems of interpersonal relationships 
or other everyday problems. Those con- 
cerned with today's chemical culture and 
its problem of drug abuse are delighted by 
this progressive action. 

One comes away from Dr. Seidenberg's 
article wondering whether or not he might 
be more comfortable doing away with all 
advertisements by pharmaceutical firms. 
Would he also suggest control of advertising 
that influences a professional to buy a book 
that Dr. Seidenberg does not consider 
worthwhile? What degree of control or 
censorship would he want to be assumed 
by whom over advertising? 

Advertisements, to be sure, may be 
phony: Consider the one that shows a car 
parked in a beautiful field surrounded by 
a brook, flowers and trees. Alongside the 
car the driver is shown with a beautiful 
girl in a flowing white dress (one could 
imply that she, as an accessory, comes with 
the car). A horse is grazing nearby (a por- 
tion of the advertisement may stress the 
high horsepower of the engine). Yet we 
know that automobiles are a major pollu- 
tant of our environment, Such advertise- 
ments abound in all the media. On the 
other hand, as the author acknowledges, 
drug advertisements in periodicals are scru- 
tinized by the FDA, the AMA, and a Board 
of Editors. 

The author may be right when he notes 
that money spent on drug advertising might 
be better utilized for other purposes, but 
may this not be said about advertising in 
general? Part of the high cost of drugs 
does come from their high (competitive) 


advertising budget. However, this is 

of the universal technique of Ameri 
industry. It is true that drug adverti 
ments tend to go to a limited audience ani 
to some extent persuade as well as to in- 
form. Physicians should be able to look 


volve Szasz's proposition that mental illness 
isa myth. He is concerned that drugs are 
used too often as an escape device—a realis- 
tic concern. However, the fact remains that 
people in existential crises may be helped 
in various ways, including drugs—even by 
psychiatrists. Relief of symptoms is a legi 
timate goal for a physician, especially when 
the majority of population needing this 
relief cannot afford lengthy psychotherapy. 
or psychoanalysis. 

One can get both extreme views of 
whether or not psychiatry should be more 
involved with medicine in general. In this 
time of social action and developing com- 
munity mental health centers, it might be 
kept in mind that the basic thrust of Presi- 
dent Kennedy and his staff, when he de- 
scribed the community mental health center 
program, was an attempt to put psychiatry 
back into the mainstream of medicine. My 
assumption is that most psychiatrists up- 
hold the value of keeping psychiatry in the: 
mainstream of medicine while more effec- 
tively and widely using the skills of ancil- | 
lary professionals and nonprofessionals to 
the overall good of mental health. 

In essence, Dr. Seidenberg's article re- 
minds us of something to which we should 4 
continue to provide careful attention. 
There is a real question, however, about 
whether or not his article impedes or helps 
some of the goals for which he strives. We 
should be careful not to throw the baby 
out with the bath water. 
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Joseph Hartog, M.D. 


Transcultural Aspects of 
Community Psychiatry 


The three-part model of consultant, intermediary consultant, and 
client-consultee is applied to the transcultural aspects of community 
psychiatry. The author presents varieties of cross-cultural problems 
exemplified by his experience in Malaysia and in the Hunters Point- 
Bayview area of San Francisco. These problems include barriers to 
verbal, nonverbal, stylistic, and value-bound communications, as well 
as failure to recognize contributions of the recipient community. He 
suggests five ways to minimize cross-cultural barriers in the context of 


community psychiatry. 


Because community mental health pro- 
grams are often applied to groups whose 
cultures differ from those of mental health 
professionals, the transcultural aspects of 
community psychiatry deserve examination. 
For the sake of discussion, such mental 
health programs can be viewed as contain- 
ing three functional levels. These three 
levels are represented by the consultant, the 
intermediary consultant(s), and the client- 
consultee. Each may represent different cul- 
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tural groups. The more people involved in 
the chain linking the client with the con- 
sultant, the more complex the cultural 
interactions. This is particularly true when 
various nonprofessionals form crucial links 
in the consultation chain,!? and add to the 
already complicated situation. The purpose 
of this paper is to delineate some of the 
many transcultural barriers that are often 
sensed but are not often enough explicitly 
recognized in mental health programs. 


Transcultural Factors in Mental 
Health Roles 


At the client level, individual and cul- 
tural characteristics differentiate language, 
values and life style, responses to interven- 
tion, preferential forms or symptoms of 
deviance, and attitudes about illness, de- 
pendency, and being deviant. 

At the intermediary level between the 
client and the professional consultant, the 
para-professional mental health worker also 
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has special preoccupations: issues of voca- 
tional identity; his changing or fluid social 
status; discrepancies between low income 
and actual usefulness; appropriate devotion 
to the job; and power relationships with 
both patients and professionals. Further 
complications relate to questions of para- 
professional adequacy, insecurity about 
back-up support, client reaction (such as 
the demanding of professional attention), 
and the need to get help oneself. The 
para-professional also needs to crystallize 
his role into a new professional dimension 
to reconcile or perhaps formalize the cul- 
tural differences that affect collaboration 
between. para-professionals and profes- 
sionals. However, if significant cultural 
differences do not exist between them, the 
intermediary's role is less useful. Paradoxi- 
cally, such differences can be an asset to 
the consultation unit, although they may 
hinder therapeutic interactions. The in- 
direct system of community psychiatry 
capitalizes on these cultural and com- 
munication barriers to excuse its indirect 
and diluted service, notwithstanding the 
logistical advantages and training functions 
that bring mental health knowledge and 
experience to a progressively wider care- 
taking and recipient audience. 

At the third level, the professional con- 
sultant, usually an M.D. or Ph.D.,* also 
has conflicts. These relate to professional 
identity and competence and even to his 
right to intrude into spheres of social and 
civic conflict; the propriety of teaching 
mental health concepts or watered-down 
psychiatry to nonprofessionals; his alleged 
egalitarianism and the discomfort of work- 
ing with people of lower social or educa- 


* Licensed clinical psychologists, psychiatric social 
workers, and psychiatric nurse specialists with 
Master's Degrees or equivalents are also profes- 
sionals. 
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tional status than his own; and the non- 
recognition of doctor superiority and 
patient inferiority with the resultant threat 
to the professional's authority. In fact, the 
professional as consultant may only re- 
luctantly recognize that the less educated 
para-professional may be more effective 
with certain clients, thus calling into ques- 
tion the mystique and meaning of profes- 
sionality. 


Transcultural Viewpoints: Relativism 
vs. Absolutism 


The transcultural viewpoint is not new, 
but it is often not applied when it would be 
most appropriate; for example, when a 
European psychiatrist brings his theories 
and practices into the United States; or 
when an urban, white psychiatrist struggles 
to understand a Black ghetto youth’s feel- 
ings about work and violence, or a Chicano 
grape picker’s attitude towards women; or 
when an American psychologist introduces 
American psychiatry into a Southeast Asian 
country. 

Anthropologists can contribute much in 
this area,? although many tend to emphasize 
the differences between peoples. This is 
partly a consequence of the demands of 
graduate work, which requires or rewards 
new discoveries. It contrasts with the mis- 
sionary viewpoint that all people are alike, 
but not necessarily equal. 

This split between cultural relativity and 
biological absolutism is manifest in com- 
munity psychiatry in such comments as 
“Mental illness here may not be considered 
mental illness there,” opposed to “If you've 
known one psyche you know them all.” It 
is also revealed in the conflict between the 
medical and the social ways of helping 
people. 

We professionals are all caught some- 
where between, as well as in the conflict 
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| between our traditional professionalism 


with its underlying authoritarianism and 


' the awareness of our society's class in- 


equities. The cultural relativist acts as 
though behavior, attitudes, and values can- 
not or should not be changed except by 
evolution, the biological absolutist as 
though they are irrelevant to mental dis- 
order. Actually, cultural behavior, attitudes, 
and values can be altered; there is consider- 
able latitude for change or reinterpretation 
within even their strictest characteristics.5 


Values and Cross-Cultural 
Misunderstandings 


The examples of transcultural factors in 


' community psychiatry that follow are drawn 


from my experiences in San Francisco's 
Hunters Point-Bayview area, a minority- 
group community predominantly inhabited 
by Blacks, from 1965 to 1966 and 1968 to 
the present, and in Malaysia from 1966 to 
1968. They represent four different types. 

l. Consider first a concrete example of 
cultural misunderstanding—a middle-aged 
grandmother of Mexican descent who was 
discharged from the County Hospital psy- 
chiatric ward after her short first hospital- 
ization for symptoms of psychosis and de- 
pression. Her symptoms were still active, 
and her medications were not stabilized, 
though further inpatient treatment was cor- 
rectly not mandatory. I saw the patient 
four times at monthly intervals without 
Noting any significant change, although I 
altered her several prescriptions. Finally, 
her housekeeper, who accompanied her, 
volunteered that the patient did not take 
her medicines during her menses, which 
meant that for at least one week each month 
she took no medicine. Although I cannot 
say whether this abstention was purely cul- 
tural, it probably was at least partly so, 
since sexual, dietary, and social activities— 
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usually abstentions—associated with the 
menses are widespread in many peasant and 
village societies. 

This type of cross-cultural misunder- 
standing arises from cultural practices that 
interfere or compete with the dominant 
society's health practices. 

2. A well-known source of cross-cultural 
misunderstanding is failure in verbal com- 
munication. For example, in Malaya people 
tend to use negative expressions rather than 
strong direct criticism. A Malay might say 
something like “Ahmad is less than well in 
the brain,” (otak kurang sihat) rather than 
“Ahmad is neurotic.” Further, he must not 
criticize or incriminate another villager be- 
cause it would be “unsweet” (ta’manis) to 
do so. In its original Negro jargon uptight 
had a positive and different connotation 
(approximately snug, up close) compared to 
its current popularized negative meaning 
(approximately anxious, angry, rigid, in- 
hibited), Misunderstandings must have 
been many before the popularized version 
won out. The American-English confusion 
includes colloquial verbs like stuff (overeat 
American; sexual intercourse—English) 
and tinkle (urinate—American; telephone 
—English). 

We know much less about the nonverbal 
systems of kinesics (communication by 
movement, gesture, and expression) * and 
proxemics (spatial communication)? both 
heavily and subtly. influenced by culture. 
Misunderstandings in the nonverbal sphere 
tend to create unexplained emotional reac- 
tions more often than do verbal faux pas. 
This may be because verbal errors are 
transient and momentary, more quickly 
perceived and understood as cultural, while 
nonverbal messages are meta-communica- 
tions that comment on the verbal and con- 
vey information concerning intimacy, 
status, sexuality, and other personal rela- 
tionships. For instance, eating with the left 
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hand, or standing or sitting at a higher level 
than a superior might upset a Malay at 
home as much as a strange man's engaging 
a young woman in conversation on a village 
` path. 


Moreover, Black students with 
reading disabilities were more 
perceptive of hypocrisy than 
white students with similar dis- 
abilities. 


The nonverbal message is often more sig- 
nificant than the verbal, the extreme being 
the voice as nonverbal communication, 
where change in pitch and volume convey 
information—sometimes subliminal to 
awareness! In a confrontation between 
Black ghetto teenagers, talking to resolve 
differences (“chattering”) signifies weakness 
and invites attack. The Malay use of Tuan 
(lit. Jord), now an archaic form of address, 
may inflate a naive foreigner with its 
colonial submissiveness, but fellow villagers 
chuckle over this tongue-in-cheek put-down. 

3. Value conflicts are another area of 
cross-cultural misunderstanding. ^ Values 
are highly resistant to hostile frontal assault 
by strangers but are remarkably malleable 
and interpretable from within and can even 
be influenced by trusted and admired out- 
siders. Cultural attitudes are fairly flexible 
but core attitudes are of course more deeply 
rooted than peripheral ones. For example, 
Malays have sometimes been described as 
either ignorant or unconcerned about basic 
health, but they are in fact very concerned 
in a realistic but fatalistic way. They expect 
more than a superficial relationship from a 
physician, since for them trust and faith 
(yakin) are central to healing. 

Spoken values sometimes belie practiced 
values. For example, there can be a vast 
difference between the Latin value of 
masculinity and actual dependent behavior, 
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between “Thou shalt not kill" and killing 
your enemies or between the American 
emphasis on independence and individual- 
ity and our great conformity in practice. 
In mental health work, talking is often sub- 
stituted for acting, understanding behavior 
for changing it, and conforming behavior 
for health. 

Many other values evoke different at- 
titudes and practices according to cultural 
subgroups? These comprise contrasts of 
every kind: control of vs. submission to na- 
ture; parent- or ancestor-oriented vs. child- 
oriented families; future-oriented vs. 
present- or pastoriented people; and per- 
son-oriented vs. object-product-oriented 
people, to mention only a few basic ones. 
Several are relevant to community and gen- 
eral psychiatry, but one difference in 
particular often leads to impaired relation- 
ships and communications—that between 
people-oriented and object-product-oriented 
persons—although it is not a conflict of core 
values and does not particularly resist 
change. 

For example, the goals of most profes- 
sionals offering therapy or consultation are 
appropriate behavior, greater productivity, 
employment and marital stability, better 
school grades, and a reduction in discom- 
forting symptoms. Relief of such symptoms 
is almost universally desired, opening the 
way to interaction between patient and 
healer. But what follows the relief or the 
failure to relieve symptoms is another mat- 
ter. Here the divergence appears. The 
person-oriented patient views prolonged 
contacts with a healer as a relationship that 
is an end in itself, if not a means to deal 
with a higher authority. The Western men- 
tal healer, on the other hand, works towards 
the maturity, development, and growth of 
the patient. At this point the intermediary 
nonprofessional can be extremely helpful if 
he is identified culturally with the client. 
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To illustrate, a Black woman visitor (to a 
clinic open house in San Francisco) in- 
quired generally about the staff of the 
health center and the handling of child 
psychiatric referrals in the schools and the 
Community Mental Health Services. It was 
clear to both of us that we were not com- 
municating. The lady kept trying, and I 
kept being vague since I did not want to 
promise a service that I could not be sure 
was suited to the hypothetical or real child 
she alluded to. Finally one of our Black 
"New Careerist" mental health workers 
rescued me. She introduced herself and 
handed the irritated visitor her calling card, 
perceiving at once that the lady really 
wanted to know how many Black workers 
were on our staff, presumably to deal with 
the child she had in mind. The New 
Careerist later asked me why I had not an- 
swered the woman's question more directly. 
This was a pure example of my object- 
product orientation being in conflict with 
the visitor's person-orientation. 

In one of our early field excursions in 
Malaya my colleague, Dr. Gerald Resner,* 


——XH— rM a 
For example, Samoans in San 
Francisco, who like to give one 
child to a relative, run headlong 
into the opposing values of public 
health nurses and social workers. 
_—_—_—_—_——— ——PÓÍ—— 


and I intended to drive to a village several 
miles from a paved road. When it began to 
drizzle, the Malay public health assistant 
who was directing us suggested we postpone 
our visit, However, still imbued with our 
American values of productiveness, short- 
ness of time (vs. timelessness), doing (vs. 
being and being-in-becoming), future orien- 
tation (vs. past or present orientation), and 
subduing nature (vs. submitting to or living 
NNNM OU 7 Loo 


* Dr. Resner died October 18, 1969. 
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in harmony with it), we insisted on pressing 
forward. After driving about 30 yards on 
the dirt road we got stuck in the mud. To 
the entertained amazement of youthful on- 
lookers, the two white doctors did not give 
up but started digging and pushing the car 
back out of the road while the assistant had 
the good sense to sit in the vehicle during 
the whole procedure. I think that some 
small portion of our American value 
orientation washed off with the mud of that 
experience. 

4, Failure to recognize the potential con- 
tribution of the recipient community also 
impairs relationships and communication. 
It inevitably leads to a discrediting and 
condescending view of the minority group 
and their consequent loss of self-esteem. 
Erwin Singer !5 presents a remarkable exam- 
ple of hidden talent in his study comparing 
the perception of hypocrisy in social rela- 
tions by good elementary school students ~ 
and by students with nonorganic reading 
disabilities. The disabled students proved 
significantly more perceptive of hypocrisy 
than the good students. Moreover, Black 
students with reading disabilities were more 
perceptive of hypocrisy than white students 
with similar disabilities. Thus, some as- 
sumptions about health and social adjust- 
ment may be truly value-biased and some 
values we hold may be neither explicit nor 
good. Results of Singer’s study also reflect 
poorly on intelligence and achievement 
tests, which often stress reading skills to the 
neglect of interpersonal perception (social 
intelligence). 


Social and Family Disorder 


Social and family disorders, which are 
particularly important subjects for com- 
munity consultation, are also complicated 
by nonobjective cultural values. Psycho- 
therapy permits relative neutrality and the 
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maintaining of a nonjudgmental stance 
about crime, violence and discipline, or at 
least it allows these matters to be dealt with 
indirectly by means of interpretations 
about “acting out" and the underlying con- 
flicts and predisposing causes. Administra- 
tive consultation, on the other hand, 
whether with school principals, teachers, or 
legal or police officials, makes such neutral- 
ity difficult. Not only is a nonjudgmental 
attitude a particular cultural value in itself 
but it is also only selectively nonjudg- 
mental, such as when the therapist can re- 
main insulated from the social problem. 
Cultural differences between consultant and 
consultee interfere with, or at least delay, 
meaningful rapport. But of course the con- 
sultee expects differences and therefore 
tolerates them, at least to some degree. On 
the positive side, the differences offer op- 
portunities to see that rigid values limit 
alternatives, something the consultant could 
not easily perceive if he and the consultee 
shared the same set of rigid values in the 
problem area. Besides being a cognitive 
asset, the differences also permit some emo- 
tional distance, which can de-escalate con- 
sultee attitudes towards various disciplinary 
or criminal situations just as it does in deal- 
ing with the mentally ill in the community. 
In fact, this is one situation in which the 
para-professional mental health worker 
should adopt an attitude from the profes- 
sional while ordinarily it is desirable for 
him to have values more akin to those of 
the client. 

Violence is a special situation complicated 
by cultural differences between consultant 
and consultee. Cultural attitudes delineate 
who may or may not be a victim, under 
what kind of circumstances and provoca- 
tion, and even what weapon, if any, is per- 
missible or fair. Culture defines what 
violence is notable. In Malaysia, a not 
particularly nonviolent country, patients 
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who are loud are often described as being 
violent, or a man's touching a woman is 
considered as an indecent assault. Even the 
Malay word for touch can ambiguously | 
imply sexual affront or assault. In the 
United States, relatively objective instances 
of cultural change regarding violence are 
the increased suicide rate and decreased 
homicide rate for American Negroes migrat- 
ing from the rural South to the urban 
North. The lower ratio of suicides to homi- 
cides for the predominantly rural and 
Muslim Malays (1964—1.7/1; 1965-1.2/1) as 
compared to the relatively urban Malaysian 


Chinese (1964—5.6/1; 1965—7.0/1) suggests aj 


similar relationship, though complicated by 


the fact that Islam strongly prohibits suicide - 


and the secular courts occasionally punish 
those who fail in such attempts. 
Cultural variations also complicate 
marital problems (dissatisfaction, instabil- 
ity, and infidelity), where the significance, 


re 
Folk attitudes about violence, 
heredity and unmarriageability of 
mental patients resemble teacher 
attitudes about the education of 
mentally retarded, poor, or mi- 
nority children and judicial at- 
titudes about incorrigible juvenile 
delinquents. 

——————— 
consequences, and possible resolutions of 
the symptoms or acting-out behavior all 
vary. If the person who intervenes is un- 
aware of religious and cultural differences 
his intervention may be misplaced, useless, 
or even harmful. 

Attitudes toward children—their desir- 
ability and numbers and thé community's 
attitude toward "other people's children" 
(adopted children, stepchildren, half sib- 
lings, and foster children)—vary with the 
culture. For example, Samoans in San 
Francisco, who like to give one child to a 
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relative, run headlong into the opposing 
values of public health nurses and social 
workers. 

Attitudes towards contraception, abor- 
tion, and family size are even more com- 
plex; they are linked to deeper personal 
values and needs than heretofore recognized 
in simple explanations about poverty, lack 
of education, or religious strictures.* 

In Malay villages, where illegitimacy is 
rare, various adoption arrangements are 
common (as in Black ghetto families) and 
usually result in full assimilation of the 
child into the family, even in interracial 
adoptions. Also, children of Malay divorces, 
though not free of emotional residua, re- 
ceive the support of continuing family 
cohesion afforded by the closeness of grand- 
parents and other relatives. 

Consequently, whoever would intervene 
and offer alternatives in cases of marital 
difficulties must recognize the client's values 
and attitudes. Practical and “realistic” ad- 
vice about divorce, contraception, and abor- 
tion, or interpretations of infidelity solely 
in terms of “acting out” intrapsychic con- 
flicts, may create more serious conflicts be- 
tween cultural core values, or between psy- 
chological realities and social realities.” 


Diagnosis as an Expression of Value 


The use of diagnoses also has special 
transcultural meanings. I shall consider 
diagnosis in its broadest sense: as any con- 
cise labeling of a patient or client resulting 
from a total judgment of his physical, 
mental, or social problems and intended to 
assist in the understanding, treatment, or 
control of the patient, or to fulfill a bureau- 
cratic requirement. 

Reactions to labeling Vary with the cul- 
tural concomitants of each situation. The 
effects of a label depend on whether one is 
receiving, giving, or hearing and transmit- 
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ting it. Our unawareness of such secondary 
reinterpretations of diagnoses causes much 
misunderstanding and hardship. 

To a clinician, diagnosis is science and 
medicine. To a patient it may be a sen- 
tence. To a teacher it may mean relief 
from having to fail with a difficult pupil. 
To a policeman it may mean either that the 
rules of humanity can be suspended or that 
the offender can be treated more humanely; 
contrast police treatment of child molesters 
and tolerance of drunks, which comple- 
ments the converse rejection of alcoholics 
and the sympathetic handling of sexual 
deviates by psychiatrists. 

A diagnosis, especially when it is con- 
crete, may somewhat alleviate the patient’s 
anxiety, but it is even more useful to those 
para-professional intermediaries, relatives, 
teachers, or police around him. Labels may 
also be used instrumentally. The applica- 
tion of the term “uncooperative” to an 
obnoxious ulcer patient may permit sur- 
gery. Once the label is used, action can be 
taken: excision, isolation, exclusion, expul- 
sion, or incarceration. A label can also be 
used to excuse inaction or failure and 
thereby reduce anxiety about it. Labels 
such as brain-damaged, mentally retarded, 
and unmotivated are popular in psychiatry 
and education to allow giving up on some- 
one. In Malaya gila, the general term for 
insanity, serves a similar purpose, strongly 
suggesting hereditary, hopeless mental ill- 
nes. Often the diagnosis follows hospital- 


———M——— 
One pitfall everywhere is that oc- 
casionally the first person fo ac- 
cept the outside consultant and 
offer help is a deviant or periph- 
eral member of his own group. 


——0 
ization; grounds can then be found to sup- 
port the heredity hypothesis. Once the 
diagnosis is made, the patient can be as 
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sumed to be violent or potentially violent. 
The person labeled gila ilmu (Malay: ap- 
proximately science- or knowledge-mad), 
however, is believed to have studied too 
hard and strained his brain. By Western 
criteria, the diagnosis of schizophrenia 
might apply in both instances, but the 
tolerant reaction of the family and com- 
munity to the gila ilmu would differ signif- 
icantly. 

Some other culturally biased labels are 
blatantly inadequate or often misused: 
passive aggressive (an adaptive response to 
authoritarian control), immature, psycho- 
pathic, dyslexic, and well adjusted are a 
few.18 

Besides its medical functions, diagnosis 
reduces anxiety for the consultant. Nega- 
tively it may reflect pessimism and finality. 
This, and the tendency of labels to fit 
stereotypes and to produce self-fulfilling 
behavior has the greatest impact upon the 
intermediary consultees, clients, the patients 
and their families. Folk attitudes about 
violence, heredity and consequent unmar- 
riageability of mental patients resemble 
teacher attitudes about the education of 
mentally retarded, poor, or minority chil- 
dren and judicial attitudes about incor- 
rigible juvenile delinquents. Labeling, no 
matter how well intended, usually rein- 
forces such attitudes. Scientific objectivity, 
which is science- and truth-oriented, has a 
long way to go before it can be described as 
man-centered.! Labeling is a misplaced tool 
borrowed from medical practice, not in- 
tended and not accurate or useful enough 
for community health work. The tentative- 
ness of diagnosis is lost in transmission 
down the authority ladder. 

In cross-cultural situations, particularly 
when there is a step down in social class 
from consultant to intermediary consultant, 
the process of labeling the patient is bound 
to place the consultant in an examiner- 
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inquisitor role; this inevitably affects the 
information he receives from the inter- 
mediary about the patient and the closeness 
and mutual trust between professional and 
para-professional. The intermediary con- 
sultant will adapt his tone (regarding the 
patient or professional) to information 
retrieval, thereby devaluing his own role. 

All cultural groups do not regard inter- 
views and examinations in the same way. 
The rich and the poor may view them as 
intrusions, while certain middle-class groups 
conditioned to contests and games may ex- 
pect a reward at the end, One cannot escape 
the contagious feeling that information- 
gathering is for the purpose of pinning a 
negative label, especially because important 
information is usually the incriminating 
kind. The poor, the mistreated minorities, 
and the outcasts look upon certain examina- 
tions, including I. Q. tests, as instruments 
of the power establishment. They have long 
observed in schools, clinics, hospitals, and 
courts that more time may be devoted to 
examinations and referrals than to treat- 
ment or assistance. 

Outside physical medicine, it is no secret 
that diagnosis is used as an instrument of 
authority; its major purpose is to designate 
the failures and losers. The Army or Fed- 
eral government psychiatrist, the industrial 
psychologist, or the school social worker is 
often called upon to give his professional 
coup de grace to someone who is not mak- 
ing it within the system. The label is a 
device for giving scientific blessings to ad- 
ministrative action (expulsion). The role of 
the court psychiatrist is particularly dis- 
tasteful. His testimony, when it helps a 
defendant, must of necessity devalue and 
dehumanize him by asserting that he is less 
responsible, cognizant, and able to control 
himself than a normal person. If the psy- 
chiatrist says that the defendant, mentally 
disturbed or not, is a complete human 
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being with all man's usual rights, privileges, 
responsibilities, and failings, he is in effect, 
testifying against his client. 

Diagnosis is sometimes purely a device. 
The psychiatrist who evaluates candidates 
for therapeutic abortion is implementing 
personal values in the service of a society 
that cannot come to grips with the trans- 
cultural conflicts raised by abortion and the 
related issues of marriage, divorce, and fam- 
ily integrity. The diagnosis is a required 
ritual in a specious healing ceremony. Sim- 
ilarly, the psychiatrist's involvement in 
examining well-to-do youths who are seek- 
ing changes in their draft status is another 
instance of selectively implementing per- 
sonal values under a scientific medical guise. 


Overcoming the Cultural Barriers 


Based upon my community psychiatric 
experience in the United States and field 
experience in Malaysia, I now wish to sug- 
gest certain approaches to overcoming Or 
compensating for cross-cultural barriers to 
effective community psychiatry. 

l. Individuals and organizations must 
plan to invest sufficient time in any com- 
munity for staff members to become known 
and trusted. I suggest one year as a mini- 
mum. This, of course, casts doubt upon 
those foreign exchange programs and other 
instant expertships in which assignments 
end after one year; these invite the criticism 
of “ugly Americanism” overseas or “ugly 
mental-healthism” at home. 

The staff should be stable and relatively 
permanent. The community must have an 
opportunity to meet the staff and test its 
intentions, as shown by experience with the 
Hunters Point Coordinating Council. Sur- 
veys and programs pushed forward before 
rapport is established are usually wasted. 
Much understanding and sensitivity from 
prolonged study and involvement js neces- 
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sary before change is attempted. Failure to 
recognize that surveys and questionnaires 
are manipulative and change devices partly 
explains community reaction to their pre- 
mature use. Inaccuracy of responses is one 
way that people resist such intrusion. For 
instance, a recent rural village survey in 
Malaya by Malaysians showed. that 52.3% 
of heads of households preferred to go to a 
bomoh (traditional folk healer) rather than 
to other healers or Western doctors This 
is probably greatly underestimated due to 
lack of rapport between the surveyors and 
the villagers since, in my field experience - 
with Dr. Gerald Resner, more than 90% of 
the villagers examined preferred the bomoh 
except for cases of malaria and trauma. 
The difference is evident if one has several 
interviews with the same person. Few vil- 
lagers initially admitted to an outsider that 
they believed in such an old-fashioned idea 
as folk healing; they said that their village 
did not even have a bomoh, just the 
neighboring village. When they understood 
that one was not out to debunk folk healing 
but was interested in learning about it, then 
their true attitudes emerged. 

9. It is worthwhile to learn about other 
cultural groups de novo, as an expression of 
respect and to understand their life and 
communication styles. This is not just a 

formance. We have much to learn about 
the application of mental health principles 
to groups. Just as psychoanalysis provided a 
breakthrough in listening to individuals, 
community psychiatry must develop its 
methods of listening to groups. 

$. Every program needs community sup- 

rt to be accepted and succeed—inform- 
ants, those bridging persons who can lead 
to the center of activity and leadership, and 
basic involvement with some control by ` 
key community people and groups. One 
pitfall everywhere is that occasionally the 
first person to accept the outside consultant 
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and offer help is a deviant or peripheral 
member of his own group. 

4. Local para-professionals must be em- 
ployed to bridge ethnic barriers and other 
cultural divisions, such as those between 
professional and laymen, or between urban 
and rural people. Such personnel provide 
the reassurance and feeling of safety so 
necessary for communication and effective 
therapy and consultation for people un- 
familiar with urban bureaucracies. Besides, 
such personnel teach the professionals (in a 
tactful way), though formal acknowledg- 
ment is unlikely to be forthcoming. 

5. Methods of giving the community 
something tangible should be developed. 
Community psychiatry, particularly mental 
health consultation, is indirect and vague; 
its results, like those of other public health 
programs, are difficult to measure. Com- 
prehensive services, including emergency 
services, home visiting, flexible scheduling, 
and evening hours, in addition to inpatient 
and outpatient services, may be sufficient. 
Adequate numbers of and salaries for local 
para-professionals and clerical staff are 
other ways to show commitment. Other 
community needs, such as financial aid, 
moral support during social crises, or other 
evidence of caring, offer opportunities for 
tangible expression of concern. 

One does not have to travel great dis- 
tances or interact with minority groups to 
encounter cultural barriers, Some cultural 
systems that we attempt to penetrate lie 
within our own society, the products of 
social class, professional and occupational 
groupings, urban origins, and other divi- 
sive factors. Some become clearer as con- 
trasts and distances between cultural 
groups increase and bring out from man's 
cultural background those different values, 
life styles, and communication problems 
that are neither sufficiently important to 
prevent people from ultimately living to- 
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gether harmoniously nor so unimportant as 
to make cultural homogeneity possible or 
desirable. 
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Eugene J. Bakanoff, M.D. 


The Psychiatrist in a 


Superior Court Setting 


The development of the psychiatrist’s role in Suffolk Superior Court 


is traced from its first year throug 


h the tenth year of operation. These 


early years were spent in understanding the various roles of the court 
family and they, in turn, understanding how a psychiatrist functions. 


Some of the resistances are also described. 


The gradual and substantial 


increase in pre-trial referrals has been accompanied by increasing con- 
sultations with defense attorneys, prosecuting attorneys and judges. 
This has been enhanced by the addition of a lawyer-social worker to the 


clinic staff. Particularly impressive 


has been the large number of de- 


fendants at the pre-trial level who, regardless of guilt or innocence or 
the issue of competency to stand trial, have been eager to talk about 
what motivated them to become involved with the law. 


The Setting 


The Superior Court is the Massachusetts 
jury court which serves the entire state sit- 
ting in the various county seats, with head- 
quarters in Suffolk County (Boston). Suffolk 
Superior Court handles all felonies and 
appeals from convictions at the lower or 
District Courts of Greater Boston. The 
Chief Justice of the Superior Court pre- 
sides at Suffolk Superior and the other 
justices of the Superior Court rotate 
through Suffolk Superior. 


Dr. Balcanoff is the Director of the Suffolk Superior 
Court Clinic. Requests for reprints may be ad- 
dressed to him at 24 Coulton Park, Needham, Mass. 
02192. 


This work was supported 
Service Grant MH-02470 from 
of Mental Health. 
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in part by Public Health 
the National Institute 


In the latter part of 1957, and early 
months of 1958, the late chief probation 
officer of the Suffolk Superior Court Proba- 
tion Department made several informal 
inquiries of the Director of Court Clinics 
in Massachusetts regarding the acquisition 
of psychiatric services, primarily for the 
Probation Department. The former Chief 
Justice Paul Reardon, in a letter to the 
then Commissioner of Mental Health, Jack 
Ewalt, M.D., on August 15, 1958, authorized 
the author to work with the Probation De- 
partment of Suffolk Superior Court. 


Philosophy of the Court Clinics 
It has been the philosophy of the Court 
Clinics that a psychiatrist working in a 
court setting must be a professional whom 
the Court and the Probation Department 
can accept as a working colleague. He needs 
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to recognize that the offenders referred to 
him are under the authority of the Court 
and that he is assisting the Court in its 
task. It is the responsibility of the Court 
Psychiatrist to evaluate all cases referred 
to him and to submit a report on each case 
—this report becoming a part of the proba- 
tion officer's official file on the case. Only 
the psychiatrist himself may decide who 
will be taken into therapy. 


tion of the Suffolk Superior 
Opera peri 
Court Clinic 


In its first fiscal year of operation the 
Court Clinic examined 39 cases for evalua- 
tion.* These referrals came from a large 
variety of sources: the District Attorney's 
Office; the Court; but mostly from the Pro- 

, bation Department itself (24 in actual num- 
ber, or 60%). The vast majority of referrals 
Were instances where defendants were al. 
ready on probation or were evaluated prior 
to disposition by the Court. For the first 
few years, the doctor was in a position of 
learning about how the probation office, the 
D. A.’s office, the Clerk of Court's office, 
the various defense attorneys function. This 
early period was also Spent getting ac- 
quainted with the various professionals in- 
volved with the court, who, in turn, were 
also trying to understand how the psychia- 
trist functioned, 

Between the third and fifth year there was 
increasing. acceptance by the departments 
in the court other than probation. Although 
some of the probation officers were increas- 
ingly accepting of the psychiatrist, others 
showed increasing anxiety and resistance, 
Challenges at bull sessions at the end of the 
day amongst probation officers came in the 
form of questions like: “Who has he helped 
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* This has steadily increased each year to 179 cases 
evaluated in fiscal year 1968-1969, 
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anyway?"; "He's just a quack"; *He won't 
be satisfied until he puts on the robes." 

There were other kinds of resistances 
more subtle in nature. In many instances, 
patient-probationers, followed either in 
long-term evaluation or treatment, dis- 
covered to their surprise that the doctor was 
not their probation officer. In each in- 
stance, the probation officer, in checking 
with the probationer-patient regarding his 
behavior in the community, had constantly 
and almost entirely focused on the doctor's 
appointments as the most critical part of 
the probationer's continuing stay in the 
community. For instance, one probationer 
was in treatment with the psychiatrist for 
over a year before he was aware that his 
therapist was not his probation officer. 

The fiscal year 1962-63 was probably the 
turning point in terms of the psychiatrist's 
acceptance by the entire court family. For 
the first time in the court clinic, several pre- 
trial referrals were requested with both a 
question as to the diagnosis as well as a 
question of the ability of the defendant to 
stand trial. 

In that same fiscal year, two senior 
justices who sat through a total of six 
months in the first criminal session, where 
all defendants enter an initial appearance 
and plea, informally agreed that no defend- 
ant who appeared before them should be 
sent to the Bridgewater State Hospital for 
the Criminally Insane unless he was first 
examined by the court psychiatrist. 

If one case were to be singled out as the 
turning point, it was the case of a young 
female accused of murdering her two young 
children by pushing them out of a 9th-story 
hotel window. She was studied at great 
length by a mental hospital. Although find- 
ing her competent to stand trial, their re- 
port went to great lengths not to label her 
“psychotic” (schizophrenic), Partly because 
of their unclear diagnosis, and partly be- 


MENTAL HYGIENE 


c 


The psychiatrist in the superior court 


cause the presiding justice wanted another 
opinion, she was referred to the court psy- 
chiatrist for evaluation while awaiting trial 
at the jail. Following a review of the re- 
ports from the hospital, including the psy- 
chologicals, a discussion was held with the 
clinical director of the hospital. The pa- 
tient was then interviewed at the jail in 
three sessions for a total of four hours. The 
diagnosis appeared to be that of a schizo- 
phrenic whose acts were symptomatic of 
attempts of the ego to prevent severe regres- 
sion and disorganization. Moments before 
the tragedy when she was dressing to go 
home with her children she stated, “I 
looked into the mirror and saw myself, but 
it wasn’t me.” As a result of the reports 
and the testimony of three psychiatrists 
(Hospital Clinical Director, Defense Psy- 
chiatrist and Court Psychiatrist) the presid- 
ing judge found the defendant to be not 
guilty by reason of insanity, and committed 
her to the mental hospital. 

This case was interesting, not only in 
terms of its Medean-like tragedy, but also 
in terms of the legal issues involved. It 
was the first time that this psychiatrist had 
testified in court and one of the fortunately 
rare times when the question of criminal 
responsibility was raised. In the process of 
organizing the material there were several 
informal discussions with the district at- 
torney who prosecuted this case, a number 
of informal conferences with the defense 
attorneys, and, finally, a great deal of time 
and assistance from the Clerk of Courts 
office. They were of great help in interpret- 
ing the cases on which Massachusetts law 
regarding criminal responsibility is based, 
from Chief Justice Shaw's original, brilliant 
brief in 1844 up to the cases in 1962.* In 
QUU UD S NN I 
* Chief Justice Shaw first proposed and defined the 
concept of The Trresistible Impulse in this bril- 
liant decision. 
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addition to this, the three visits to the jail 
helped the psychiatrist to become better 
acquainted with the jail personnel. The 
responsibility is based, from Chief Justice 
Shaw’s original, brilliant brief in 1844 up 
to the cases in 1962.* In addition to this, 
medical personnel there also became known 
to him because there was agitation on the 
part of the patient following her second 
interview in which attention was focused on 
how she felt and reacted during the tragedy. 
This agitation necessitated a number of dis- 
cussions with the nurse, plus structuring 
her activities within the jail, placing her on 
tranquilizers, and seeing her for a third 
lengthy interview. 

In the same fiscal year there was another 
first-time testimony, which concerned a case 
of a man accused of physically assaulting 
and robbing his victim. Because he was 
mentally ill the question of his competency 
to stand trial became an issue. At a hearing 
regarding his competency the court clinic 
psychiatrist testified to clarify why, despite 
this defendant’s mental illness his reality 
testing was such that he understood the 
nature of the proceedings against him, his 
position regarding these proceedings and 
had ability to cooperate with his attorney 
in his defense. Y ; 


... one probationer was in 
treatment with the psychia- 
frist for over a year before 


he was aware that his thera- 
pist was not his probation 
officer. 


[o ec 

The Suffolk County Jail, as it began to 
accept this examiner, requested assistance 
in management of five difficult pre-trial 
cases. Two of these were questions of 
suicidal intentions and three others were 
behavioral problems. One of these was 
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hospitalized for observation, and the others 
were placed on tranquillizers and an effort 
was made to move their trial dates forward. 

Following the fifth year of operation, as 
the psychiatrist was becoming increasingly 
accepted by the entire court community, the 
open resistances gradually subsided. 


We have been particularly 
impressed by the large num- 
ber of defendants at the pre- 


trial level who are eager to 
talk about what motivated 
them to become involved with 
the law ... 


In the seventh year of operation, the 
Boston University Law-Medicine Institute 
assigned a Fellow, part-time, to the court 
clinic to acquire some clinical experience. 
The acceptance of psychiatric services to 
the court was such that the junior psy- 
chiatrists were accepted by other court 
members despite personality differences. At 
this time there was some movement in an- 
other direction. Pre-trial cases continued to 
increase gradually, but direct referrals from 
the probation department were declining, 
partly because the psychiatrist's case load 
was such that active referrals were not 
cultivated or actively sought. 

Up to this point, several sexual offenders 
of all kinds had been referred. The vast 
majority of these were either homosexuals 
involved in perverse behavior among them- 
selves or with adolescent boys, or were men 
who exposed themselves. On occasion, they 
were men in mid-life whose sexual offenses 
with adolescent girls were symptoms of de- 
pressive episodes. Along with this, there 
were the few who committed sadistic or 
aggressive sexual acts, such as assault and 
battery with intent to rape, sodomy of boys 
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in their latency, or attempted or actual rape 
of young female children. The questions 
invariably asked on these referrals after a 
finding of guilt, were questions of treatabil- 
ity and the dangerousness of the particular 
offender, In this 7th year, for the first time, 
two cases of sexual offenders who had been 
found guilty of aggressive acts were referred 
for the specific purpose of determining 
whether they came within the definition of 
a sexually dangerous person as defined by 
Massachusetts Law (Chapt. 123A-Sect. 1).* 
One of these had already been studied by 
the treatment center at Bridgewater (set up 
for the purpose of evaluating the poten- 
tially sexually dangerous person asjwell as 
to treat those who have been und by 
the court). The reason for thé court psy- 
chiatrist’s involvement was the request for 
another opinion as expressed by the defense 
counsel and also, in one instance, by the 
defendant himself. This necessitated a re- 
view of all the records on the offender prior 
to his evaluation interviews, along with a 
written report, and finally, preparation for 
testimony which could be open to challenge 
in court. The first such case did not require 
testimony since the issues were fairly clear- 
cut, and both the treatment center and 
court psychiatrist agreed that the young 
man in question was sexually dangerous. 
The second referral was actively challenged 
in court. 

In all the testimony to this point and 


*Sect. 1 of 123A defines this as follows: “The 
words “sexually dangerous person” as used in this 
chapter shall have the following meaning: “any 
person whose misconduct in sexual matters in- 
dicates a general lack of power to control his 
sexual impulses, as evidenced by repetitive or 
compulsive behavior and either violence, or ag- 
gression by an adult against a victim under the 
age of 16 years, and who as a result is likely to 
attack or otherwise inflict injury on the objects 
of his uncontrolled or uncontrollable desires.” 
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subsequent to this, the Clerk of the Su- 
perior Court and the Chief Justice have 
been extremely helpful in educating this 
psychiatrist as to how his testimony could 
be improved. The presiding justices have 
also been kind enough to furnish the tes- 
tifying doctor with transcripts of his tes- 
timony so that it could be studied for ways 
of improving the technique of testifying. 
By the ninth year, 1966-1967, the evalua- 
tion number had increased to 143 during 
the fiscal year. The pre-trial referrals also 
were on an increase and constituted well 
over 50% of all cases referred for an evalua- 
Traditionally, pre-trial cases are 
referred primarily for an evaluation as to 
the ability of the patient-defendant to stand 
trial along with the determination of the 
presence or absence of mental illness. There 
was increasing evidence that the justices and 
defense attorneys were more concerned 
about rendering an evaluation in such a 
way that this could be valuable to the pre- 
siding justice when it came time for dis- 
position following either a plea of guilt or 
a finding of guilty with or without a jury. 
The majority of cases awaiting trial were 
evaluated at the jail while awaiting trial. 
At the suggestion of the then Fellow from 
the Law-Medicine Institute, these cases 
were "habed"* up from the jail and 
examined at the "dock" (the lock-up where 
defendants going to trial without bail are 
held for their court appearance). Around 
this time the two officers in charge of the 
Superior Court Dock called this physician 
for a medical emergency. One of the de- 
fendants charged with larceny was having 
repeated grand mal seizures. While render- 
ing emergency medical care the doctor also 
informed the court that the defendant was 
clearly unable to stand trial at that time 
and urgently needed hospitalization. The 
_ Sy 


* Short term for Habeas Corpus. 
Vol. 55, No. 1, January 1971 


49 


court dismissed the charges on condition 
that he be hospitalized, which he was. As 
important as this was to the particular 
patient-defendant, it opened still another 
door in the complex building of the court 
family home. The officers in charge of the 
dock, as a show of gratitude for aiding 
them in this medical emergency, had one of 
the cells cleaned up, painted and turned 
into a pleasant, small interview room so 
that this psychiatrist could have more 
privacy in his pre-trial examinations. Other 
less dramatic emergencies have subsequently 
arisen. 

In the tenth year of operation, in addi- 
tion to a part-time psychiatrist (a fourth- 
year Fellow at the B. U. Law-Medicine 
Institute) the services of a psychiatric social 
worker—at first part-time, and now full- 
time, were added. This worker was on loan 
to the court clinic from the central office of 
the Division of Legal Medicine. In addition 
to his degree in psychiatric social work, he 
had a law degree, and it was this dimension 
that the court clinic began to exploit ina 
positive way. What this has done, partic- 
ularly in the pre-trial area, will be the 
subject of another paper by this author and 
the particular attorney, but it is important 
to note that this has added a new depth 
and dimension of understanding the reasons 
for pre-trial referral. In the last year or 
two, the pre-trial referrals have continued 
to be a large percentage of the cases re- 
ferred. In 1967, an analysis of 30 consecu- 
tive pre-trial cases indicated that approxi- 
mately 50% were referred by the justices 
and of the remaining half, half were 
referred by the defense attorneys privately 
employed, and half by the defense attorneys 
of indigent clients. On occasion the district 
attorneys have also referred pre-trial cases. 
All of these do not reflect the fact that 
numerous informal conferences with de- 
fense attorneys and district attorneys have 
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become a frequent and daily occurrence in 
the court corridors. This continuing expe- 
rience has taught the psychiatrist how to 
differentiate between the attorneys who are 
clear as to why they are referring a case, 
the attorneys who might be referring cases 
primarily for strategic purposes, or the at- 
torneys who need assistance in clarifying 
the reasons for referral. 


Conclusion 


Psychiatric treatment in a Superior Court 
setting exists, but is different from the dis- 
trict courts. The Superior Court Clinic 
sees offenders who have been charged with 
serious crimes and frequently the recidivists 
of major crimes. The number of cases seen 
in treatment varies, but is approximately 20 
cases a year (seen anywhere from a dozen 
to 30 interviews). The treatment case load 
is probably not as high as in juvenile and 
district courts. Part of this is due to the 
much greater number of pre-trial referrals, 
but part of it has to do with the fact that, 
in the Superior Court setting, the probation 
officer, overburdened with too many cases 
to supervise, along with too much admin- 
istrative work, has less active contact with 
community agencies than does the proba- 
tion officer in the juvenile or district court 
setting. 

Despite the relatively low number of 
treatment cases, the Clinic is primarily seen 
as treatment-oriented, not only by the court 
family and the defense attorneys, but by the 
defendants themselves. We have been par- 
ticularly impressed by the large number of 
defendants at the pre-trial level who are 
eager to talk about what motivated them to 
become involved with the law—and this 
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even before the days of privileged com- 
munication regarding the alleged crime. 
This eagerness and willingness to talk is a 
reflection of a number of factors. First and 
foremost, it reflects the reputation for in- 
tegrity that the court psychiatrist has by 
way of the court, defense attorneys, district 
attorneys and prior defendants. It also re- 
flects one of the goals of the Clinic; namely, 
that any evaluation interview(s) is invari- 
ably a therapeutic encounter. Regardless 
of the legal questions of innocence or guilt, 
we have confronted defendants on some of 
the major conflicts that have led to destruc- 
tive behavior on their part. What has been 
picked up by the majority of defendants is 
the fact that the psychiatrist is not sitting 
in moral judgment, is not condemning, is 
actively interested and will not reveal mate- 
rial that might prejudice his case during 
the pre-trial or trial period. This active 
listening coupled with a sensitive balance 
between empathy and objectivity has not 
only been of value to defendants, but to the 
whole court family as well. It has enabled 
us to deal effectively with the anxieties of 
the defendants as well as those of the judges 
and attorneys. 
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Richard A. Kalish, Ph.D. 


Social Values and the Elderly 


The authors examines our values and finds that they are middle-aged 


and middle class oriented. He arg 
pated in their own rejection by es, 


ues that the aged, who have partici- 
pousing these values when they were 


younger, be treated with the respect due them as human beings. This 
respect will not be given until we restructure our thinking about such 


values as productivity and achievement, independence, meant 


and futurity. 


Today's elderly have made a Procrustean 
bed for themselves. Little wonder that they 
are unhappy lying in it, waiting to be pulled 
or chopped until they fit the bed that they 
themselves designed. To use another idiom, 
Mr, and Mrs. John Q. Citizen, Sr., are their 
own finks, for it was they who—as young 
marrieds and middle-aged community 
leaders—reared, nurtured and taught the 
generation that today sees little need for 
them. 

It was Mr. Citizen, Sr. who emphasized 
the importance of being independent and 
avoiding dependency, of being productive 
and avoiding unproductive time, of being 
meaningful to others and avoiding self 
centered actions, of being future-directed 
and avoiding past directedness. Now that 
old John Q. is retired, he and his wife have 
more difficulty being independent, produc- 
tive and meaningful, but the world they 
» ib SEND ee 
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live in is dominated by the values they 
transmitted, and they are paying the pen- 
alty. The chances are that they themselves 
ee with this evaluation of their worth— 
or lack of worth—and their own voices 
often join the chorus that deprecates the 
elderly for the very things that time, health 
and society conspire to impose upon them. 
Youngsters today claim that the values of 
Americans favor the old, while the oldsters 
complain that this is a youth-oriented so- 
ciety. They are poth wrong. The tradi- 
tions that have evolved through our history 
have led to values that reward neither the 
young nor the old, except to the extent that’ 
each can play the game of the middle class 
and the middle-aged. If our society valued 
the old, we would not have complaints 
about the existence of Medicare, about let- 
ting grandma move into our house, about 
grandpa’s idiosyncrasies, or about the hor- 
rors of age segregation in retirement com- 
munities (mostly expressed by people who 
live in communities segregated by age so 
as to avoid the elderly). 
51 


52 


On the other hand, if we were a youth- 
centered society, we would welcome equally 
the youngster who wished to attend college 
and the one who wished to lounge on the 
beach; we would applaud the art major as 
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older persons is that they are useless. Use- 
fulness, of course, is about as materialistic a 
criterion for a person's worth as one could 
imagine. On the one hand, we require that 
older people stop working; on the other 


Any age is the correct age for self-development; old age is the 


last possible age fo do it. 


————————— M — 


we do the engineering major; we would 
admire the bearded and the protesting as 
much as the shaven and the accepting. 

But we don't. And that is because we 
are not youth-oriented. We are oriented 
only to those youths who show promise of 
buying the middle class, middle-age “bag”. 
Young people who indicate that they will 
follow along tried and true paths of suc- 
cess are given high rewards—after all, they 
essentially will support the middle-aged in 
what the latter wish, a variation of the old 
apprenticeship system. And the bribes to 
do this, such as college scholarships and 
good jobs, are immense. 

However, the youngsters who, perhaps 
themselves believing this to be a youth- 
oriented society, decide to go their own 
way soon find that the rewards are few. If 
they challenge the middle-aged autocracy 
through words, they are spurned and pa- 
tronized; if they dare to do so through ac- 
tions, they are met with substantial oppo- 
sition both through physical force and 
through other forms of power. 

I wish to focus particularly upon pro- 
ductivity and achievement, independence, 
meaningfulness and futurity. These values 
are all very close to the hearts of most 
Americans, so close, in fact, that few ever 
stop to think that alternatives even exist. 
And they are all values that the older re- 
tired person can satisfy only in part. 

Although we claim not to be a material- 
istic society, one major complaint about 


hand, we adhere to a value system that de- 
grades the non-worker. How much better it 
would be if we could believe that 40 or 50 
years of work entitled a person either to 
stop work, to reduce his work effort, or to 
alter his type of work, and that in so doing, 
he might enhance rather than detract from 
the image that the community maintains of 
him. And by work and productivity, I 
refer to housework and child-rearing as 
much as to tasks for which pay is given. 

Being independent is the second middle 
class, middle-age source of confusion. No 
one is independent, although many people 
work very hard at being "on my own”, de- 
pendent on no one, or “cool”; all variants 
of independence. But we depend upon the 
building inspector, the teacher, the pilot, 
and the policeman in our daily actions; we 
also are dependent upon those whom we 
love or even those to whom we are mildly 
attached. 

The myth of independence, partly a carry- 
over from our frontier heritage by people 
who ignore the immense dependence that 
our pioneer ancestors had upon each other, 
is difficult to dispel. More to the immediate 
point, it is accepted by most people as a 
given. To be independent is good; to be 
dependent is bad. As people become older, 
they are likely to need more kinds of sup- 
port and help from others. Ill health re- 
quires help from physicians, nurses and 
family members; inability to drive requires 
help from neighbors, friends and relatives; 
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Social values and the elderly 


the loss of a spouse brings about the need 
not only for help in doing certain things, 
but also for emotional support; increasing 
difficulty in keeping up with the fast-paced, 
modern world may call for help in decision- 
making. 

These are the realities of aging for some 
persons, but they are most painful to accept, 
because our cultural demand for indepen- 
dence makes it embarrassing and degrading 
to ask for such help. In addition, those 
called upon to give help frequently are an- 
gry, patronizing or otherwise punishing in 
their approach. 

These responses are understandable, since 
a dependent person is a demanding person, 
that is, the very fact that he depends upon 
us makes a demand upon us. Thus, the 
physician, the adult child, the recreation 
leader all turn away from dependent older 
persons, because they wish to avoid being 
enmeshed in a relationship that may make 
unwished-for demands upon them. A de- 
pendent infant or young child is acceptable, 
but not a dependent parent. No wonder 
that when older people who are part of the 
same culture find their own need to be de- 
pendent increasing, they become anxious 
and depressed. No wonder that the most 
common concern I hear is "I don't want to 
be a burden to my children.” 

Third, the older person wishes to be 
meaningful, but he often defines meaning- 
fulness in terms of service to others or pro- 
ductivity. Many people cannot think of 
being meaningful to themselves, or devel- 
oping their own capacities and making 
themselves the best possible persons they 
can be. Any age is the correct age for 
self-development; old age is the last pos- 
sible age to do it. 

Yet many people, old as well as younger, 
try to persuade older persons that they can 
be meaningful only insofar as they serve 
others or produce, without recognizing 
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either the moral implications of their de- 
mands or the difficulties that some older 
persons encounter in trying to live up to 
this standard. 

The older person finds it increasingly 
difficult to be meaningful to others because 
he is not permitted to work; because his 
children no longer need him in the same 
way that they did previously; because his 
stamina, mobility and sensory-motor ca- 
pacities are possibly diminished; and be- 
cause his ways of understanding and dealing 
with the world may not accord with what 
the prevailing approaches are. The wisdom 
and experience that his years have provided 
may be seen as irrelevant or outmoded, and 
his lack of power and influence reduces his 
ability to command consideration. 

And fourth, the older person lacks fu- 
turity; that is, the likelihood that he will 
live a substantial number of additional 
years in good health is limited. 


On the one hand we require 
that older people stop work- 
ing; on the other hand, we 
adhere to a value system that 
degrades the non-worker. 


Thus, the older person is not devalued 
because we have a youth-centered society, 
but because our society is centered around 
productivity and achievement, indepen- 
dence, meaningfulness and futurity. (And 
also such qualities as vigor, sexuality, for- 
mal education, technological and scientific 
skills, and other capabilities that older per- 
sons tend to have in lessening amounts.) 

Perhaps the underlying, coordinating 
theme of all this is “the payoff”. Using the 
vocabulary of the stock market, we Ameri- 
cans like to invest our efforts, money, time 
and emotional involvements in people who 
will pay off. Society is contrived so that 


54 


older persons are very unlikely to pay off, 
since they will probably not be productive 
in the ways we wish, they will not be able 
to be as independent as when they were 
younger, they will be less meaningful, and 
they have limited futures. 


Society is contrived so that 


older persons are very un- 
likely to pay off. 


Young people who show promise of ful- 
filling these demands are worth investments 
because they will pay off, either through fu- 
ture achievements or by offering us the 
psychic reward of knowing we have con- 
tributed to a potentially long and happy 
life. The physician or social worker who 
puts great time and energy and emotional 
feelings into helping an elderly person re- 
ceives, as he perceives it, less payoff than 
when a similar expenditure is made for a 
‘younger person. Not only are the odds less 
that the older person will recover, but if he 
does recover, it is likely to be for a much 
briefer time. The payoff, in terms of our 
values, is much less. The upside potential 
is slight; the downside risk is great. 

Shifting briefly back to the contemporary 
values of younger America: it can easily be 
seen that those youngsters who are the most 
despised by the middle-aged are the very 
ones who reject the same values that the 
elderly have permitted to be imposed upon 
them. That is, some of the students are 
asking why they should be productive, for 
whom are they achieving, what is so good 
about not being a burden, and why bother 
planning for such an unstable future. In 
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essence, they are retired even before they 
have begun to work. 

The following paragraph attempts to es- 
tablish a new set of ground rules. 

In America, we should no longer focus 
upon those with high potential future pay- 
off, since there are already enough. people 
who will knock themselves out to produce 
and achieve. Our main responsibility 
should. be to our older citizens, since they 
will only be here a relatively short time, 
while younger people have many decades. 
The older person, who has already ex- 
pended his life’s energies for his commu- 
nity, needs his reward now, not in the to- 
morrow that his juniors can look forward 
to. In addition, the best way to maintain 
healthy continuity of ideas and values is to 
reward the old, so that the young will 
observe the reward system and attempt to 
emulate the traditional values of the coun- 
try in order to gain these rewards for them- 
selves in the later years. As an example, 
we should establish geriatric clinics and 
do away with our maternal and child care 
clinics, since: (a) we have too many babies 
anyways; and (b) a new baby can be 
brought forth in a matter of months, while 
it takes 70 or more years to nurture an old 
person. 

Unfair? Insensitive? Obtuse? Ugly? Re- 
gressive? Stultifying progress? I have only 
applied against the very young the reverse 
of what I often hear directed against the 
elderly. If we truly respect the dignity and 
worth of an individual, rather than his po- 
tential for material gain and social produc- 
tivity, then we need to begin to judge peo- 
ple by such criteria as integrity, compassion 
and humanity, rather than by the criterion 
of payoff. 
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H. G. Whittington, M.D. 


The Police: Ally or Enemy of the 


Comprehensive Community 
Mental Health Center? 


The author outlines the areas in which the community mental health 
center should be involved with the police. These include: selection of 
police officers; training of police officers; providing facilities for the 
study and modification of disordered behavior; community planning; 


and consultation concerning social problems. 


í The first paragraph of The Police? a public sensitivity to both, it is a time 
Task Force Report of the President’s Com- when police work is peculiarly bp pen 
mission on Law Enforcement and Admin- complicated, conspicuous, and delicate. 

istration of Justice, succinctly focuses on the The police, in a very real sense, are the 
question raised by this paper: generic human services ‘workers in the 


The police—some 420,000 people work- American community. For 40 hours a week, 
ing for approximately 40,000 separate they share their heavy burden with a host 
agencies that spend more than $2V5 bil- of other medical and social agencies. 
lion a I A rd part A Adone The remaining 128 hours a week, when 
justice system tha is in direct dawy con- h 1 
tact both with crime and with the public. all other agencies close wrod the ad 
The entire system—courts and correc. and the emergency room of the city genera 
tions as well as the police—is charged hospital are left alone to face the multi- 
with enforcing the law and maintaining ^ tudinous problems of the city. 
order. What is distinctive about ies | eue of the police officer fre- 
responsibility of the police ts that they quently determines whether an individual 
are charged with performing these func- — . d T Fender. Thi 
tions where all eyes are upon them and is defined as a panen or an offender. T° 
where the going is roughest, on the street. policeman 1s the gatekeeper, giving people 
Since this ts a time of increasing crime, access to social institutional systems de- 
increasing social unrest and increasing signed to help and succor—or to punish 
and control—behaviors that are considered 
A Whittington is E 2 eur rid ee dunt : 
epartment of Health an ospitals, B 4 
Avenue and Cherokee St, Denver, Colorado, 80204. The policeman piso has a potential role 
as a casefinder. His decision may be crucial 
p paper is Es ud s ma B a due in determining whether an individual with 
tl ie H H H B t 
Acacia tie ^i. 1968 in Boston, Mass. disordered behavior is given any service at 
55 
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all. His daily work places him in contact 
with the most isolated, lonely, despised, and 
helpless victims of our social system: the 
alcoholic, the addict, the acutely and chron- 
ically psychotic, the attempted suicide. 

The policeman, then, cannot be ignored 
in the development of any comprehensive 
community mental health program in this 
country, if the vision of community psy- 
chiatry is to have meaning and substance for 
the less fortunate. 


In practically every urban riot, 
precipitating event of mob act 


The police and the comprehensive com- 
munity mental health center have a shared 
destiny, and the mental health center has 
an impelling social responsibility to assist in 
developing a community social control Sys- 
tem that is more effective, more humane, 
more economical, and more useful to a free 
society. The comprehensive community 
mental health center would be well-advised, 
then, to address itself to these areas of con- 
cern: 


* Selection of Police Officers 

* Training of Police Officers 

* Providing Facilities for the Study and 

Modification of Disordered Behavior 

Including Police in Community Plan- 

ning 

* Consulting with Police Concerning So- 
cial Problems 


Selection of Police Officers 


It is easy to develop consensus that police 
officers should be men of intelligence and 
integrity, whose “mental health”, however 
that is defined, is high. A survey ? of over 
300 police departments, conducted by the 
International Association of Chiefs of Po- 
lice in 1961, revealed that 50 departments 
administered psychological and psychiatric 


H. G. WHITTINGTON 


examinations to prospective recruits. The 
examinations varied considerably. 


- +. For example, in Philadelphia, appli- 
cants are interviewed by a psychiatrist; 
in Kansas City, a clinical psychologist in- 
terviews applicants. In Los Angeles, the 
psychiatrist who interviews applicants 
also administers two tests—the Minnesota 
Multiphasic Personality Inventory (MM 
PI) and the Group Rorschach, peers 
to determine neurotic and psychotic ten- 
dencies. 


poite action has been the final 
on. 


Between 1953 and 1957, of the 760 per- 
sons tested by the Los Angeles Police De- 
partment for personality disorders, 86, or 
11.3 percent, were rejected as not meeting 
acceptable psychiatric standards. Fifty- 
one percent of these opplicants were 
found to be latently or borderline psy- 
chotic and 22 percent were diagnosed as 
schizoid personalities. (page 129) 

Many psychiatrists and other applied be- 
havioral scientists do not have great enthu- 
siasm for attempts to screen out applicants 
from training programs. Our lack of suc- 
cess in pre-induction screening during 
World War II is undoubtedly a major de- 
terminant of this pessimism. 

Yet it would seem that responsibility and 
opportunity do exist for the comprehensive 
community mental health center to partici- 
pate in selecting recruits whose emotional 
stability would allow them to cope ration- 
ally with violence, verbal abuse, resentment, 
emergencies, and other stresses of police 
work.4 

Psychiatric screening within a social sys- 
tem (such as that developed for the Peace 
Corps) would seem to be more workable 
and professionally acceptable than the in- 
terview-and-test procedure. Psychiatrists 
and psychologists could participate in pre- 
selection screening, with their findings used 
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with extreme caution. Only the most ob- 
viously deviant and unsuited would be 
excluded on the basis of pre-training eval- 
uations. 
The second phase of selection would in- 
volve the psychiatrist or psychologist observ- 
ing the training process, using the training 
situation as an '"'adaptational laboratory" 
to assess the capability, flexibility, and sta- 
bility of the police recruit in a more realistic 
setting. In addition to his direct observa- 
tions of the trainees, the observer would use 
the results of the pre-selection screening, in- 
terviews with trainees in the learning situa- 
tion, and observations and reports of faculty 
and training supervisors throughout the 
training process. 
The arbitrary quality and injustice of a 
rigid interview and testing procedure to 
“screen out unsuitables” are corrected by 
this approach. The sensitivity and validity 
of such an approach are likewise consider- 
ably greater than older screening methods. 
Every comprehensive community mental 
health center should give high priority to 
developing procedures, in consultation with 
the local police department, to participate 
responsibly in the selection of recruits 
whose personality stability makes them good 
risks for the major public responsibilities 
the police officer assumes. 


Training of Police Officers 
The President’s Commission on Law En- 
forcement and Administration of Justice? 
recommends that every police recruit have 
at least 400 hours of instruction before he 
assumes the responsibilities of an officer. 
(page 139) Citing from a presentation made 
at a 1968 institute on law enforcement, the 
Commission repeated: 
When recruits are properly selected 
they bring to the job considerable native 


ability but little knowledge or expe- 
rience in police work. In a short time, 
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they must be prepared to operate alone 

on the streets under a variety of condi- 

tions that call for knowledge of laws and 
ordinances, legal procedures, police prac- 

tices, and human relations. (page 137) 

The comprehensive community mental 
health center should participate in plan- 
ning and providing instruction in several 
areas related to police-mental health work: 
Understanding Human Behavior; Minority 
Group Psychology; Mob Psychology; Rec- 
ognizing the Mentally Ill; Helping the Men- 
tally Ill; Alcoholism and Drug Abuse; Sui- 
cide; Domestic Arguments; and Use of Com- 
munity Psychiatric Emergency Services. 

In addition to lectures and discussions, 
police recruits should have an opportunity 
to sit in on a therapeutic community meet- 
ing on an open ward, to watch group psy- 
chotherapy through closed circuit television, 
and to observe the psychiatric emergency 
service in the community general hospital. 
These experiences would help the police re- 
cruit deal with his fear and anger toward 
the individual whose behavior is deviant 
and difficult to understand. 


Providing Facilities for the Study and 
Modification of Disordered Behavior 


The police officer, when confronted with 
behavior that does not conform with the 
community’s normative expectations, has 
limited responses open to him. He can ig- 
nore the behavior. He may use force and 
the authority of his uniform to correct de- 
viant behavior on the street. He may arrest 
the individual, or he may bring him to the 
emergency room of the city hospital for 
medical treatment. 

The bulk of the police officer's time is 
spent in providing quasi-medical or social 
services. Only a small part of his time, in 
most American cities, is spent investigating 
criminal activities and apprehending crim- 
inals. 
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In some localitio, separate alooholism 
authorities will undoubtedly endure and 
be involved in establishing withdrawal and 
hospital facilities as well as outpatient and 
follow-up service. However, it is our com 
viction in Denver that the treatment of the 
alcoholic is a paychiatric responsibility, and 
should be integrated with services for other 
individuals whose behavior is disordered. 

Communities are just beginning to de 
velop treatment resources for narcotic ad- 
dicts and abusers of other drugs such as LAD 
and barbiturates, With the change in nè 
tional policy to encourage local treatment of 
drog addicts and abusers, it seems clear that 
many comprehensive community menta! 
health centers will have an opportunity to 
anin in the development of needed. re 
mura 

In addition, community westment and 
mehabiliaton wrvicss aro densparatedy 
needed for a wide variety of divordered of: 
fender, ranging all the way from exhili- 
tonit: and bad check writer: w offender 
of potential lethality — Specialisnd diagnos 
the and treten facilities chearty shoubd be 
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Richard K. McGee, Ph.D. 


Suicide Prevention Programs 
and Mental Health Associations 


During the years from 1965 to 1969 there were a large number of 
suicide prevention or crisis intervention programs established in this 
country, largely by the initiative of Mental Health Associations. The 
Mental Health Associations played various roles in these programs, 
some of which were very helpful, and some of which were quite damag- 

. ing to the growth of the crisis service. A careful analysis of fourteen 
suicide prevention programs in the Southeast together with two nation- 
wide surveys have resulted in the identification of three patterns of 
involvement between the MHA and the crisis agency. From these ob- 
servations conclusions are drawn to offer guidelines for how MHAs 
can be most effective in their relationships to suicide and crisis programs 
in communities where new programs may still be initiated. 


During the rapid proliferation of suicide 
and crisis intervention centers which took 
place in this country from 1965 through 
1969 the local units of the National Asso- 
ciation for Mental Health played a leading 
role. Shneidman 7 described the first phase 
of this growth as follows: “Less than a 
decade ago, there were three suicide preven- 
tion centers in this country; eight years ago 
. .. there were four; seven years ago... 
there were five; four years ago there were 
nine; three years ago there were fifteen; 
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two years ago there were thirty-three; last 
year there were forty-nine; now there are 
almost sixty; and the trend is up.” The 
trend has continued since 1967, for by the 
end of 1969 there were well over one hun- 
dred programs in operation, and at the 
preparation of this manuscript, there are 
nearly one hundred forty. 

Because of the increasing interest and ac- 
tivity surrounding the development of sui- 
cide prevention services, it seemed desirable 
in 1966 to formalize a research program to 
carefully observe, analyze, and report to the 
community mental health professions on 
the character and functioning of various 
program models which were becoming evi- 
dent. Supported by the Center for Studies 
of Suicide Prevention (NIMH), the Commu- 
nity Psychology Section of the Department 
of Clinical Psychology at the University of 
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Suicide prevention and the MHA 


Florida has undertaken this investigation. 
It is now possible to draw certain conclu- 
sions from this research, and because of the 
frequency with which the Mental Health 
Association (MHA) has been involved, find- 
ings relevant to its participation are among 
the most salient. 


Extent of MHA Involvement in 
Crisis Programs 


The study of suicide prevention services 
was concentrated primarily within the 
Southeastern United States, although two 
nation-wide surveys were performed in 1967 
and 1968. In the Southeast there have been 
18 programs that actually began operation; 
nearly all of them are still providing ser- 
vices.* In all but three, there was some de- 
gree of involvement on the part of the local 
MHA. In addition, there have been five 
other Southeastern communities in which 
the MHA was at one time interested in de- 
veloping a suicide prevention project, but 
where no development actually took place 
beyond some initial exploratory sessions 
with a consultant. Finally, there are four 
cities where (as of this time—1970) there is 
active program planning currently in prog- 
ress which will very probably result in the 
inauguration of a new crisis service. 


State Association Activities 


In at least two Southeastern states, Florida 
and South Carolina, the development of 
suicide prevention programs has been fos- 
tered significantly by the state office of the 
MHA. These two examples are deserving 
of brief discussion. 

The South Carolina Association for Men- 
tal Health made suicide prevention the 
focus of its Annual Meeting in November 


* List available upon request. 
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of 1967. There was enthusiastic response 
from the participants to the events occur- 
ring elsewhere in the Southeast, and the re- 
sult was that the State Mental Health Asso- 
ciation succeeded in stimulating the South 
Carolina Department of Mental Health to 
initiate a state-wide program of developing 
actual suicide prevention services as the 
emergency service component of the Com- 
munity Mental Health Centers. The Men- 
tal Health Department made a demonstra- 
tion grant available to the Greenville center 
to aid in the development of a prototype 
program for the rest of the state. Beyond 
that initial stimulation, the Mental Health 
Association had little to do with adminis- 
tering the activities, but always sent repre- 
sentatives to-the workshops and planning 
sessions which were held to establish the 
Greenville program. 

The Florida Association for Mental 
Health assumed a very active role in the 
development of suicide prevention pro- 
grams as early as the spring of 1965. At- 
tention was focused on helping the indi- 
vidual MHA chapters take the initiative in 
their local communities. The FAMH office 
provided the local chapters with an expert 
in suicidology to consult on program de- 
velopment. Further, the FAMH sponsored 
a two-day meeting in Orlando in April 1966 
at which Louis Dublin and Norman Far- 
berow were special guest speakers. This 
meeting was attended by representatives of 
all the MHA chapters in the larger cities 
throughout the state. The suicide preven- 
tion programs previously developed by 
Mental Health Associations in Orlando and 
in Brevard County?5 were discussed in 
detail, and the suicide prevention programs 
which followed in Miami, Tampa, Jackson- 
ville—even Atlanta, Georgia, which sent a 
10 member delegation—were directly re- 
lated to this workshop. 
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Involvement Across the Nation 


Two surveys of crisis programs through- 
out the nation have revealed that the Men- 
tal Health Association has likewise been the 
single most active organizer of crisis services 
on the national scene. In the early months 
of 1967 it was possible to identify nearly 
40 operational suicide prevention services. 
Responses to a questionnaire were received 
from 90% of the centers surveyed. The re- 
sults revealed that over 40% of them had 
primary backing from the Mental Health 
Association during the organization's de- 
velopment. By contrast, however, in only 
about 20% of the programs did some pro- 
fessional mental health clinic or hospital 
provide the initial stimulation. Long ago 
Resnik pointed out that professional in- 
dividuals and organizations had not taken 
up the challenge and had failed to assume 
the responsibility for developing suicide 
. . prevention activities, thus creating the need 
for lay groups to come in and fill the vac- 
uum. This is exactly what was found in 
the 1967 survey where the MHA was re- 
ported to be responsible for initiating more 
than twice as many programs as were local 
professionals. 

A second national survey was made in 
December of 1968. By this time there were 
94 suicide prevention programs operating 
in the country. Responses were received 
from 67 (or 71%) of the population sur- 
veyed. Of these, 56, or 60%, received initial 


Most of the MHA chapters soon 

found that the crisis program was 

ro than they wanted to han- 
e... 


stimulation and/or support during the early 
stages of development. Eleven still received 
all financial support from the MHA, with 
seven receiving some financial support from 
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the MHA. Thirteen had administrative 
control vested exclusively in the MHA 
Board of Directors, with eleven having their 
administrative direction shared by the 
MHA Board and another agency. Around 
the country as well as in the Southeast, the 
local chapters of the MHA have not only 
played a leading role in organizing the sui- 
cide and crisis services, but in many places 
have continued to hold on to administrative 
authority and fiscal responsibility for the 
programs as well. 

The interest on the part of the local 
MHA groups for suicide and crisis inter- 
vention services has been such that the Na- 
tional Association for Mental Health has 
found it necessary to formulate a formal 
position on the matter. Initially the reac- 
tion of NAMH was one of disapproval. 
However, as more and more local units be- 
came involved, and with consultation from 
the Center for Studies of Suicide Preven- 
tion, NAMH has seen the value of its affili- 
ates serving in the role of stimulant or cata- 
lyst. The national policy now accepts the 
fact that such programs may be developed 
by the MHA, but it specifically directs that 
they be administered by hospital emergency 
rooms or mental health center programs 
with professional management. This policy, 
while it is far superior to the earlier position 
of discouraging MHA involvement, reflects 
a value which not all suicide and crisis ser- 
vice personnel can accept. There is in the 
field of suicidology a growing concern about 
whether or not suicide and crisis services 
should necessarily be organized under the 
aegis of the mental health center program. 
McGee* has developed the position that 
such services are founded upon a knowledge 
base, and operate within the context of well 
developed clinical procedures, which are 
unique to the field of suicidology, and 
which are not included in either the train- 
ing or the practice of the typical mental 
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health professional of any discipline. It 
may be too early for any organization to 
set limits upon the type of program which 
should be developed for delivering suicide 
and crisis intervention services in the com- 
munity. 


Types of MHA Involvement With 
Suicide Prevention Programs 


Observations in fourteen of the programs 
in the Southeast have revealed the specific 
patterns of involvement with the MHA 
which may be generalized into three distinct 
categories. The remainder of this paper 
will focus on a discussion of these types of 
involvement, and some of the conclusions 
which are to be drawn concerning them. 


MHA As Catalyst 


Hunter? indicated that it was the role 
of the responsible MHA to be a catalyst and 
a specialist in community organization. He 
further outlined specific actions which the 
MHA might take to fulfill this role in 
getting a suicide prevention service started. 
Not all local associations have shown this 
level of responsibility, but there are several 
examples of programs where the MHA did 
serve the catalyst function. The MHA 
brought the right people together, and gave 
them responsibility for studying the issues. 
Then it backed away and took no further 
part in the activity. In such programs, the 
MHA helped to establish a separate Admin- 
istrative Board or arranged for some other 
group to assume full management responsi- 
bility for the program from the very begin- 
ning. They served only to arouse commu- 
nity interest in the program, and they gave 
it to the community to operate in one form 
or another. 

In one community it was the Public 
Health Department to which the MHA 
handed over the program; in another, it 
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was the Community Services Council and 
the United Fund organization. In one city 
it was the Board of Directors of the Com- 
munity Mental Health Center. In several 
cities, the MHA established a separate, in- 
corporated Board of Directors which then 
assumed the role of running the suicide and 
crisis service. In these instances in which. 
the MHA played the catalyst role it did not 
assume any of the financial burden for 
running the program. Ina few cases it paid 
the honoraria and expenses for bringing in 
consultation from existing centers, and some 
of them paid for prospective workers to 
travel to Los Angeles or to Atlanta for 
three-day orientation and training insti- 
tutes, Otherwise their expenses were min- 
imal. 

The MHAs which played the catalyst role 
generally got their publicity out of the fact 
that they were organizing workshops or 
seminars on the topic of suicide prevention, 
rather than that they were starting a service. 
‘These seminars may have been held from 
12 to 18 months before the service actually 
started operation. During these months of 
organization, the MHA was quietly busy 
behind the scenes stimulating interest on 
the part of local agencies, police, psychia- 
trists, and other responsible persons who 
would eventually form the new Adminis- 
trative Board to run the program. In gen- 
eral, it appeared that the MHA was more 
interested in seeing that a community ser- 
vice need was met, and in finding the right 
people to meet the need, than it was in at- 
tracting attention to itself as the organiza- 
tion responsible for the new program. 


MHA As Benefactor 


In several of the suicide and crisis pro- 
grams in the Southeast, it has been observed 
that the MHA played a type of “God- 
mother" or benefactor role for the new ser- 


vice. These programs usually started out 
when some one or two highly enthusiastic 
and spirited private citizens stimulated the 
interest in a suicide service, and then asked 
the MHA to lend the support of its name 
and office to help legitimize the endeavor 
in the community. In most instances of this 
type, the initiator was already a member of 
the MHA Board of Directors; in a few cases 
it was the MHA Executive Director. In 
any event, the original plea to get something 
started was made to the MHA Board, which 
then decided to support the project until it 
got off the ground. Most of the MHA 
chapters soon found that the crisis program 
was more than they wanted to handle, at 
least for very long, because it placed a 
rather severe drain on its "special project" 
budget. Therefore, the MHA Board began 
to look around for another source of sup- 
port, and quite willingly turned the pro- 
gram over to other auspices after a few 
months. 

In one such case, the MHA Board worked 
itself out of control of the suicide program 
by authorizing the one-time "MHA project" 
to apply for and receive a National Insti- 
tute of Mental Health Demonstration Re- 
search Project Grant. This gave the pro- 
gram the necessary independence for two 
years during which it established itself and 
became eligible for United Fund and local 
government support following the grant 
period. In another program the MHA 
worked actively to secure support for the 
suicide prevention center from various 
agencies and businesses in the city. It was 
able to progressively spread more and more 
of the cost of the program on to other 
groups, but continued to back-stop the 
program whenever needed, especially with 
secretarial services and office supplies. This 
strategy allowed the program to grow and 
develop throughout the community, and 
eventually be recognized by the govern- 
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mental officials as a service worthy of tax- 
payer support. 


MHA As Owner-Manager 


In his discussion of the role of the MHA 
in suicide prevention, Hunter? has indi- 
cated that ". . . it is not intended to be a 
direct service agency for the treatment of 
mental illness; its purpose is to promote, 
not operate, those services which can and 
will meet identifiable need." (p.480) Fur- 
ther, Hunter suggests that if, in order to 
promote a service, it is necessary to dem- 
onstrate it, the MHA should confine its 
active involvement to the shortest possible 
duration. There have been a few exam- 
ples in the Southeast where the inability 
of the Mental Health Association to let 
go of the program has caused serious or- 
ganizational and operational difficulties. 
The net result has been that the program 
suffered greatly and never really became 
the viable and functional agency in the 
community that it might have been. The 
surprising finding is that in these programs, 
the resulting impotence of the suicide ser- 
vice was not due to inept bungling on the 
part of MHA, but rather it was the inten- 
tional design of the MHA Board. The dis- 
tinction here is that between a community 
service agency—which many of the pro- 
grams have become—and a Mental Health 
Association Project. Some MHAs never 
wanted their programs to be more than a 
simple little project which their Board ran 
with complete control. In one instance the 
MHA was forced to assume this stance by 
the powerful Psychiatric Clinic in the com- 
munity which effectively managed every- 
thing, including the MHA. So the suicide 
program was kept impotent in order to 
placate a psychiatrist who represented the 
Clinic on the suicide program’s advisory 
body. The result here was that after three 
years the program had never really taken 
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hold in the community. Finally, it was 
almost forced out of existence when the 
Clinic took over the program from MHA. 
It remains to be seen what will happen in 
that program. 

In another major community with a very 
active MHA, the Board continuously in- 
sisted that the crisis service remain a 
"project" under the Board's management. 
This program was fraught with extreme 
complications because of the jealousy and 
in-fighting which ensued because the crisis 
committee chairman had much more re 
sponsibility than other project committee 
chairmen. It is obvious that even a mini- 
mal crisis service must have a 24-hour oper- 
ation—hence it is “open for business” three 
times more than the MHA office. Its per- 
sonnel are on call around the clock, but the 
Board of Directors generally meet as such 
once a month. The Executive Director of 
the MHA has responsibility over all pro- 
grams of the association, and cannot devote 
the time necessary to operating a 24-hour- 
a-day crisis service. In short, a suicide pre- 
vention or crisis intervention service be- 
comes “the tail wagging the dog" when it 
is managed exclusively by the MHA Board. 

Another program attempted to correct 
this by hiring a director of the crisis ser- 
vice, supposedly responsible to the MHA 
project committee. However, in practice it 
turned out that the Executive Director who 
really managed all committee activities for 
the Board became the one who would allow 
no authority to be exercised by the Director. 
Within two years there had been a success- 
sion of three directors through the program, 
none of whom could tolerate the inter- 
ference to which they were subjected. Ob- 
viously, both the volunteers and the pro- 
gram activities suffered greatly by the 
confusion which accompanied each turn- 
over of leadership. 


Vol. 55, No. 1, January 1971 


65 


Conclusions Regarding the Involvement of 
Mental Health Associations with 
Suicide and Crisis Programs 


The observations which have been made 
over the past three years lead to certain con- 
clusions which should serve as guidelines 
for other programs still being developed 
throughout the country. 


1. Mental Health Associations are the most 
appropriate agencies to initiate suicide 
prevention or crisis intervention pro- 
grams. 


It has long been the role of MHAs to 
identify and seek to correct deficiencies or 
gaps in services to persons who are emo- 
tionally or mentally disturbed. They have 
public recognition, visibility, and a certain 
social and political influence which legiti- 
mizes new service programs. They have 
long been the advocates for developing 
mental health clinics, hospital wards, ser- 
vices of state hospitals, and more recently, 
community mental health centers. Suicide 
and crisis services are just one more example 
of how the Mental Health Association has 
been able to serve the needs of the commu- 
nity in which it is located. Moreover, the 
MHA is a volunteer organization, and as 
such is keenly aware of the value of the non- 
professional volunteer worker which has 
enabled the suicide and crisis services to be- 
come a reality. 


2. Mental Health Associations should 
establish the crisis program, and then 
turn it over as quickly as possible to 
some other administrative body to man- 
age and support. 


It has been observed repeatedly that 
where Mental Health Associations played 
either a catalyst or benefactor role with the 
suicide programs, and then turned them 


...@ suicide prevention or crisis 
intervention service becomes 
"the tail wagging the dog" when 
it is managed exclusively by the 
MHA Board. 


over to other management, the program de- 
veloped into a viable and meaningful 
agency within the total community network 
of helping systems. There are varying 
lengths of time, depending upon local cir- 
cumstances, which are required for a new 
program to become selfsupporting as an 
independent agency, and no artificial dead- 
lines should be imposed. However, the 
MHA which begins at the very earliest 
stage to move the program toward inde- 
pendence will have the greatest success in 
developing a needed community agency for 
the management of personal crises. During 
the initial planning, it is advantageous for 
the MHA to define its role as a catalyst if 
possible. If necessary, it may be feasible 
for the MHA to stay in the background, pro- 
viding financial and moral support for a 
limited period. In general, the sooner the 
crisis service is placed under some sponsor- 
ship other than the MHA, the better and 
more effective the crisis program will be- 
come, and the fewer internal problems it 
will face. 


3. The Mental Health Association should 
steadfastly avoid and refrain from any 
type of continuing management relation- 
ship over the crisis program. 

It is important to emphasize that where 
programs have proven themselves ineffec- 
tive, or have been plagued with internal 
management problems, it has not been just 
the fault of the individual personalities in- 
volved. It is very easy to blame a particular 
person, or to point the finger of scorn at a 
small pressure group. The MHA Board, 
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or staff personnel, who are left after a pro- 
gram comes crashing down around them, 
may be able to justify or explain the prob- 
lems very satisfactorily on an ad hominem 
basis. However, from the standpoint of the 
outside observer (who is not enmeshed in 
the internal political workings of the MHA 
office and Board) it is evident that the prob- 
lem lies, not with the personalities involved, 
but with the system itself. The Mental 
Health Association as an organization has 
neither the resources, nor is it within its 
mission as a volunteer agency, to undertake 
the management of suicide and crisis service 
programs. 

Only if a project is content to remain sim- 
ple, uninvolved, of extremely limited scope, 
and with short range goals can it possibly 
survive as a permanent project of the MHA 
Board. Suicide and crisis services cannot 
operate in this fashion; it is contrary to 
their basic nature. The greatest difficulty 
of all is that the volunteers who staff the 
service will not be content very long with 
a limited program. It is primarily here that 
the MHA is immediately in trouble because 
the demands of running the association it- 
self don't permit the time, energy, or money 
to be expended in continually developing 
and refining the crisis program. 


Summary 


On the basis of a considered analysis of 
observational and interview data, it may be 
concluded that Mental Health Association 
should be encouraged to take an active and 
vigorous role in the stimulation and initia- 
tion of suicide and crisis services, but that 
they can only do irreconcilable harm to 
the program, and perhaps to their own in- 
ternal organization, unless they set about 
very early to make the program completely 
independent of the Association itself. These 
impressions are not hastily drawn, nor are 
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they based upon single experiences. They 
derive from reported experiences of more 
than a dozen MHA related programs 
throughout five states in the Southeast, 
studied over three years time. They confirm 
and support previous independently drawn 
conclusions of other investigators? It will 
be of great interest to follow the future 
course of currently existing programs, as 
well as those still to be developed, in order 
to ascertain the validity of these conclusions. 
However, the consistency with which cer- 
tain findings are repeated suggests that the 
recommendations developed in this paper 
should be used as guidelines for MHAs in 
evaluating their involvement with suicide 
and crisis intervention services. 
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The State Mental Hospital in Transition: 
An approach to the study of mental 
hospital decentralization 


The authors discuss the stages through which a mental hospital passes 
in the process of decentralization. First, the hospital develops special- 
ized treatment programs, which lead to a concern for organizational 
accomodation of these programs. The sub-hospital model is adopted 
which divides the hospital up into large program areas. However, be- 
cause this organizational model is hard to maintain, the hospital must 
decentralize further to make treatment more feasible. Finally, the 
hospital may decentralize completely by adopting the unit system. 


In the flush of enthusiasm now dominant 
in the mental health profession for the de- 
velopment of comprehensive community 
mental health centers, one may be inclined 
to overlook some very interesting and per- 
haps equally revolutionary developments 
which are occurring in our State mental 
hospitals. Since World War II, State mental 
hospitals have been changing rapidly in 
Many respects. One such change has oc- 
curred in organizational structure and pat- 
tern of delivery of service. Hospitals have 
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been undergoing a transition from highly 
centralized bureaucratic custodial institu- 
tions to progressively more decentralized 
and effective treatment-oriented facilities. 
Paramount in this development has been 
the evolution of the “unit plan." It is the 
intention of this paper to explore the issues 
which underlie the development of basic 
types of "unit systems." 

Organizationally, the hospitals have been 
hampered by large resident populations, 
lack of experienced treatment staffs, and 
lack of adequate treatment facilities. Thus, 
hospital administrators have had put before 
them the task of a reorganization of the 
structure and function of the hospital 
within the confines of an outdated physical 
plant, One plan which has been presented 
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calls for the decentralization of the hospital 
into a number of treatment units. The unit 
plan calls for the breaking up of a large 
centrally-administered hospital into small 
self-contained sections with autonomous 
treatment staffs. For our purposes, a unit is 
defined as a specified number of beds serv- 
ing patients assigned to the unit by a 
specific method, staffed by a team whose 
principal responsibility is to that unit and 
its patients. 

Decentralization of a state mental hos- 
pital is not an overnight process, but rather, 
a slow process of change which is affected by 
many factors, such as, location of the hos- 
pital, hospital treatment policy, hospital re- 
search orientation, hospital communication 
problems, authority of department heads, 
and closed or open wards. 

The process of decentralization can best 
be viewed in terms of organizational change. 
Changes occur in administrative organiza- 
tion, staff roles, and role content. With 
changes in goal orientation, shifts occur in 
the interaction patterns of the institution— 
ie, changes occur in the communication 
network of the organization. Thus, it be- 
comes important to view administrative de- 
centralization at different phases of the 
change process. Five descriptive models 
will be discussed as examples of the decen- 
tralization process in state mental hospitals. 
These five models are as follows: (1) Cen- 
tralized Hospital Model; (2) Centralized 
Transitional Model; (3) Sub-Hospital 
Model; (4) Decentralized ‘Transitional 
Model; and (5) Decentralized Hospital 
Model. 

It is not the intention of this paper to 
argue that a linear evolution occurs in the 
decentralization process, but rather that a 
number of problems occur before complete 
decentralization comes into being. More- 
over, a given hospital has a number of deci- 
sions to make at each stage of the change 
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process. A decision has to be made as to 
whether further change is necessary and in 
what direction that change is to occur. A 
hospital must make one of three decisions: 

(1) If decentralization has not proved 
feasible for the given hospital, change must 
be instituted towards a return to a more 
centralized hospital structure; 

(2) If the hospital finds that no further 
decentralization is necessary, it will have to 
solve the problems concomitant with the 
present administrative phase and work to- 
wards implementing treatment goals within 
the present administrative organization; 

(3) If further decentralization is decided 
upon, the hospital must make the admin- 
istrative changes necessary to the next phase 
of the decentralization process. 


Centralized Hospital Model 


The centralized hospital model refers to 
the institution which emphasizes that the 
mental hospital should have the primary 
function of providing custodial care for 
patients.? 5 8, 9 This custodial approach to 
hospital care was most commonly used until 
the end of World War II. This type of 
hospital does not usually encourage the de- 
velopment of effective treatment programs, 
although treatment is attempted on acute 
cases. 

Organizationally, the hospital is set up 
into a number of administrative depart- 
ments and services (e.g. medical, nursing, 
social, psychology, activity, and administra- 
tive services). Each department has a de- 
partment head or chief, who has line au- 
thority over all those in his department. 
For example, all social workers in the in- 
stitution are directly responsible to the chief 
of social service. All department heads ex- 
cept administrative services are responsible 
to the clinical director. The clinical director 
is responsible for coordinating treatment 
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activities in the hospital His immediate 
supervisor is the superintendent. In some 
centralized hospitals, a business administra- 
tor exists at the same organizational level 
as the clinical director. The business ad- 
ministrator is responsible for the coordina- 
tion of all the administrative services in the 
hospital. 

Generally, psychologists and social work- 
ers are involved in initial intake of patients 
on special admissions wards. These profes- 
sionals also work with patients who are on 
acute treatment wards. If patients show 
little improvement, they are eventually 
transferred to chronic wards where their 
contact with the professional staff becomes 
almost non-existent. Patients on chronic 
wards are the immediate responsibility of 
the psychiatric aides. If the chronic patient 
has a problem, it is up to the aide to com- 
municate this fact to the appropriate pro- 
fessional staff. However, the aide does not 
always communicate these problems to the 
professional staff out of fear of interference 
in ward management. 

Length of stay in the hospital tends to be 
quite long. New drugs have helped these 
hospitals in their custodial tasks by keeping 
patients from becoming violent and upset- 
ting the ward routine. This may be con- 
trasted with the treatment-oriented hospital 
where drugs are used to help the patient 
over his acute psychotic episode and to aid 
the patient in the entire treatment process, 
the immediate goal of which is discharge 
from the facility. 

As regards the intake procedure for new 
admissions to the hospital, new admissions 
go directly to a special admission ward 
where they stay for several days or weeks 
until the diagnostic workup is completed. 
The patients are then assigned to an acute 
or chronic ward on the basis of the severity 
and duration of the illness. On readmission, 
patients are not necessarily assigned to that 
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same ward. In all probability, they are 
placed on wards which have vacancies at 
the time of readmission. 

The number of strictly custodial hospitals 
in the United States has been declining in 
the last several years. Hospitals which tend 
to fit into this model type today, are those 
hospitals which are custodial by law (eg. 
the hospital for the criminally insane which 
is a prison for mental patients) and those 
hospitals which remain custodial and cen- 
tralized by tradition or lack of resources. 
However, it is quite possible to have a cen- 
tralized hospital structure within a thera- 
peutic treatment framework provided the 
population to be served is small and the 
staff adequate. Thus, variation of the cen- 
tralized model would be entirely feasible for 
the small private or public mental hospital 
which serves a specific geographic catch- 
ment area and/or a small patient popula- 
tion. Within a large centralized hospital, 
the development of therapeutic programs 
is hindered by the size of patient popula- 
tion, lack of treatment staff and special 
communication problems which affect the 
large hospital. 


Centralized Transitional Model 


The first administrative step toward de- 
centralization occurs with the development 
of specialized treatment programs within 
the framework of the traditional central- 
ized hospital. Funds for the operation of 
these special programs often come from hos- 
pital demonstration grants supported by the 
Federal government, or grants from a re- 
search foundation. For example, a hospital 
May set up a geriatric rehabilitation pro- 
gram or an adolescent treatment center 
under this type of grant. The development 
of special programs within a custodial hos- 
pital setting cannot help but have an effect 
on the administration of that hospital. 
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The major conflict that occurs in pro- 
gram development concerns the problems 
that arise between the program-oriented di- 
rector of the special treatment program and 
the department heads of discipline-oriented 
services. Department heads have the respon- 
sibility for assigning people to the special 
programs. ‘These staff members remain 
responsible to the department heads of their 
discipline. In order to carry out the ob- 
jectives of the program, the program direc- 
tor may be forced to make demands of his 
staff which have not been made before. 
These program demands on the staff often 
lead to conflicts between project supervisors 
and department heads. The department 


It is quite possible to have a 
centralized hospital structure 
within a therapeutic treat- 
ment framework provided the 

opulation to be served is 
small and the staff adequate. 


head still has the final say in the handling 
of his staff. Thus he may remove staff from 
the project or attempt to supervise their 
work in ways unacceptable to the project 
director. The only recourse for the project 
director is to take his problem to the clinical 
director or the superintendent, who are 
often forced to rule in favor of the tradi- 
tional hospital policy. 

From this point on in the hospital decen- 
tralization process, discipline-oriented de- 
partment heads are faced with the problem 
of redefining their occupational roles. With 
further decentralization, the department 
head moves toward a staff role in training, 
recruitment, and professional consultation 
and away from a direct line authority role. 

As was true in the centralized hospital 
model, new admissions go to special admis- 
sions wards. After several days, the patients 
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are assigned to other wards in the hospital. 
Special project staff may do initial workups 
on all patients who will be assigned to their 
project wards. Patients may also be re- 
ferred to the project staff for inclusion in 
their program.!^ 


Sub-Hospital Model 


With increasing emphasis on the program 
aspects of treatment, and an awareness that 
more patients should be treated in the spe- 
cial programs, a number of administrative 
changes seem necessary. Programs which 
started out as small demonstration projects 
find themselves with large patient popula- 
tions. For example, Manteno State Hospital 
in Illinois received a special grant to de- 
velop a geriatric remotivation program. 
During the early history of the program the 
staff was concerned with the development of 
a remotivation program for only a small 
number of hospital-habituated geriatric pa- 
tients. Then the project expanded to in- 
clude a special program for a selected num- 
ber of new geriatric admissions. "Today, 
due to hospital reorganization the program 
staff finds itself concerned with the develop- 
ment of a treatment program for all geri- 
atrics patients in the hospital including all 
those hospital-habituated patients who were 
not included in the original remotivation 
program. Other examples could be cited to 
show some of the changes brought about by 
expansion of special programs. 

At this stage of hospital development, 
administrators are concerned with the pos- 
sibility of decentralizing the hospital while 
maintaining certain elements of centraliza- 
tion. Hospitals which have this organiza- 
tional approach have centralized personnel 
services. Department discipline heads still 
exist with line authority. However, it is 
more difficult for the department head to 
exercise this authority once staff is assigned 
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to a given sub-hospital. Special services 
may also be centralized—e.g., medical and 
administrative services. Activity therapy 
services may or may not be centralized de- 
pending on the physical plant of the institu- 
tion. 

For example, a hospital can be divided 
into four sub-hospitals which would attempt 
to divide a large patient population into 
workable groupings. Each  sub-hospital 
would have a sub-hospital director and a 
number of unit chiefs. A unit chief at this 
stage of organizational change is the admin- 
istrative and clinical director of a number 
of wards in the sub-hospital. Each ward will 
probably have a unit team which may be 
treatment-oriented or custodial-oriented. 

Each sub-hospital may be oriented toward 
a different problem area. For example, the 
four sub-hospitals might be labeled by a 
given hospital as follows: 

1) General Psychiatric Service—all adults. 

2) Geriatric Service—all people over 65 

years of age. 

3) Children and Adolescent Service—all 

people under 18 years of age. 
4)Alcoholic Service—all people with 
alcoholic problems. 

Under this model people may be ad- 
mitted to a special admission ward utilized 
by all sub-hospitals, or each sub-hospital 
may have its own admission ward. Patients 
are usually discharged directly from the 
sub-hospital. 

'The sub-hospital model of organization 
does not hold up over time. The major 
difficulty concerns the inability of the as- 
sistant superintendent (the clinical director 
of the centralized-custodial model in a new 
role) to co-ordinate the programs of the 
various sub-hospitals. Program information 
does not usually filter up to the assistant 
superintendent. Sub-hospital directors do 
not relish interference with the running of 
their sub-hospitals. Unit chiefs find it 
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difficult to develop programs which will be 
acceptable to the sub-hospital director, the 
service chiefs, and the professional staff on 
the various wards. "There tends to be a lack 
of communication between the various sub- 
hospitals with each sub-hospital trying to 
protect its own interests. Moreover, the 
large patient population in a given sub- 
hospital make program development and 
implementation difficult. 

Thus, stabilization at this phase of de- 
velopment is quite difficult. As an admin- 
istrative model, the sub-hospital model is 
more complex than either the centralized 
or the centralized transitional models. Not 
only is coordination of hospital program 
more difficult, but staff roles are also hazy 
and undefined. 

An example of a hospital which approxi- 
mates this model will further clarify the 
changes that occur when a centralized hos- 
pital has to face some reorganization in 
order to better treat patients under their 
care. Georgia State Hospital at Milledge- 
ville had to face the problems of reorganiza- 
tion due to the fact that it was poorly 
organized, and that it was the only mental 
hospital run by the State. The hospital 
decided to adopt the unit plan, but found 
that a unit plan set up on the basis of a 
geographical catchment distribution was 
not feasible in Georgia with its 159 counties. 
Eight units were set up;—five general psy- 
chiatric units, a geriatrics unit, a children's 
unit, and a veteran's unit. Each unit, in 
effect, became a sub-hospital with all the 
services necessary for the running of a hos- 
pital. Specialized services are shared by all 
the units. Each of the Milledgeville units 
has its own admission service, and patients 
are admitted to the units in rotation to in- 
sure an even distribution. 

Each unit at Milledgeville handles its 
own staff recruitment problems in that each 
unit has the final say in the approval of 
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any new staff referred to the unit by the 
head of personnel service. After he is as- 
signed to a unit, a professional becomes 
responsible to the unit director except in 
matters pertaining to his professional stand- 
ing, for which he remains responsible to 
his service chief. The Milledgeville Plan 
has tried to set up a program which at- 
tempts to incorporate the best of the cen- 
tralized and decentralized organization 
frameworks. Further changes will occur in 
the Milledgeville program with the develop- 
ment of a new state hospital in Georgia. 


Decentralized Transitional Model 


The hospital must face the problem of 
whether a commitment to program decen- 
tralization is the right road to take. If 
decentralization becomes accepted as a goal, 
the beginnings of a true unit system should 
occur. With further decentralization, the 
sub-hospital framework begins to break 
down. If the sub-hospital patient popula- 
tion is large, a number of autonomous 
treatment units come into being. If the 
sub-hospital patient population is small, the 
sub-hospital will become a treatment unit 
in itself, Units initially come into being 
on the basis of diagnostic, age, or sex patient 
classifications, or possibly on the basis of 
random assignment of new admissions. 

A special admissions service may exist in- 
itially. However, each unit moves in the 
direction of having its own admissions 
ward. Discharge is usually directly from 
the unit. On readmission, a patient usually 
returns to the same unit from which he was 
discharged on a previous admission. 

Whereas units under the sub-hospital 
model had the option of being treatment 
oriented, the units under the decentralized 
transitional model tend to be highly treat- 
ment-oriented because one major reason for 
decentralization into units is that it allows 
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for the better treatment of patients by spe- 
cial treatment teams who are oriented 
toward patient care. A unit treatment team 
is a multi-disciplinary one made up of gen- 
erally a psychiatrist and/or other physician, 
psychologist, social worker, activity thera- 
pist, and nursing personnel. Specialized 
treatment services become decentralized 
under this system. Activity therapy, occupa- 
tional therapy and so on, are now unit 
activities. 

This change phase tends to be highly 
active. Organizational changes may occur 
daily in a trial and error way. New com- 
mittees and training sessions come into 
being in order to ease the stresses of change 
on both the patient population and the hos- 
pital staff. Much evaluation of the whole 
decentralization process occurs. Before 
complete decentralization can occur, final 
decisions will have to be made as to whether 
decentralization is the best administrative 
solution to the problem of the development 
of more effective treatment programs for 
patients. If decentralization is not the an- 
swer, new administrative solutions will have 
to be found. 


Decentralized Hospital Model 


Ideally, the decentralized hospital has 
been able to cope with a number of the 
administrative and treatment problems that 
have plagued it in the turmoil of organiza- 
tional decentralization. Service chiefs or 
department heads no longer have a line 
authority role except in those cases where 
they also serve as unit chief or treatment 
team leader. However, they have a staff 
role as recruitment, training and consulta- 
tion specialists. Some department heads 
have found it difficult to cope with their 
new staff roles. 

As concerns the program unit in the de- 
centralized hospital, we find a unit chief 
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who is administratively responsible for the 
operation of the unit. Each ward or sub- 
unit would have a multi-disciplinary team 
assigned to it. In large hospitals, some 
treatment team members may have to serve 
on more than one treatment team due to a 
shortage of staff. 
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executive council which would include the 
superintendent and his assistant superinten- 
dents. This executive council would be con- 
cerned with the overall administrative prob- 
lems of the institution. 

One of the best-known plans for decen- 
tralization of a mental hospital is the Clar- 


The general atmosphere that pervades most discussions of the 


unit plan is one of optimism. 


Let us say that in a model hospital there 
are three assistant superintendents. One as- 
sistant superintendent concerns himself 
with recruitment, training programs and 
professional consultantship. On his staff are 
specialists from different professional dis- 
ciplines. A second assistant superintendent 
is in charge of administrative services for 
the entire institution. This would include 
fiscal responsibilities. The third assistant 
superintendent coordinates hospital pro- 
gram. All unit chiefs are directly respon- 
sible to him. The unit chiefs and the 
assistant superintendent for hospital pro- 
gram may all meet on a unit council which 
has the function of coordination of unit 
programs. It also aids in communication of 
unit activities to other units and is a place 
where unit organization problems may be 
discussed. 

In the decentralized hospital, units are 
usually set up on the basis of geographic 
catchment areas—ie., all patients from a 
given geographic area will go to a particular 
unit. Units handle all admissions and dis- 
charges for their respective units. A unit is 
composed of a number of treatment teams 
who work with patients. 

If a patient becomes physically ill, he is 
transferred to the medical services unit. 
However, the treatment team from his geo- 
graphic unit still works with the patient 
while he is on the medical services unit. 

The decentralized hospital may have an 


inda Plan which was developed for use in 
the Mental Health Institute of Clarinda, 
Iowa.® 7 The plan calls for the redistribu- 
tion of the patient population throughout 
the hospital on a geographical catchment 
basis according to the geographical areas 
where the patients lived prior to hospitali- 
zation, or the area to which the patients 
planned to return after release from the hos- 
pital. Specifically, patients from South- 
western Iowa, which is the catchment area 
for the Mental Health Institute of Clarinda, 
were assigned to one of the six hospital 
units. The hospital also had a general hos- 
pital for the sick and infirm. However, pa- 
tients were still assigned to one of the six 
geographical catchment units even if they 
physically had to remain in the general hos- 
pital. 

Each unit is staffed by a team, headed by 
a psychiatrist, and includes all the different 
hospital disciplines (psychologist, social 
worker, registered nurse, practical nurse and 
aide) Each team is autonomous within its 
own unit. Treatment team members are re- 
cruited by the units and staff is not trans- 
ferred from unit to unit. A working rela- 
tionship is set up between the unit and the 
geographical catchment area which it serves. 

The decentralization plan under the 
Clarinda Plan also includes the clinical as- 
pects of administration. The hospital su- 
perintendent, the clinical director, and the 
director of nursing act in an advisory ca- 
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_ pacity and they do not attempt to regulate 
the actions of the county team. 

The Clarinda Plan, with some regional 
differences, was adopted by other mental 
hospitals. For example, Colorado State 
Hospital at Pueblo decentralized the hos- 
pital primarily on the basis of geographical 
catchment distribution.! Eight units were 
set up with separate buildings, staff, and 
treatment programs, Colorado was split up 
into eight geographical regions for which 
one unit was allotted to each region. Each 
unit also treats all patients regardless of 
sex, diagnosis, prognosis, and length of hos- 
italization. However, not all services were 
decentralized on a geographical catchment 
basis. Four separate centralized facilities 
were set up for children, geriatrics patients, 
the criminally insane, and alcoholics. Thus 
(in the Colorado State program), although 
the units do not discriminate on the basis 
of sex and diagnosis, they do discriminate 
on the basis of age. The rationale appears 
o be that care of children and older people 
equires special programs which would be 
difficult to carry out on the geographical 
units. With the Colorado State Hospital 
program, we see that units may be set up 
not only on the basis of geographical re- 
gions, but in the case of special program 
problems on the basis of age or diagnosis. 

The benefits of the unit system have been 
summarized by Bill, et al? as follows: 
- ". . . continuity of responsibility of the 
clinical team, including nursing personnel; 
improvement of interpersonal relationships 
between staff and patients; easier recogni- 
tion of individual patient-needs." 
- The general atmosphere that pervades 

most discussions of the unit plan is one 
of optimism. Under the plan, patients are 
alleged to have better treatment. Thus, 
their chances are greatly improved for re- 
turning to their home communities in a 
much shorter time than is possible under 
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the more traditional hospital organization 
structure. The staff is also benefitted in 
that they are part of a small treatment team 
and their immediate supervisors are at 
close range. This presumably leads to bet- 
ter morale. However, rapid attempts to 
implement a unit system have led to prob- 
lems in role definition and a period of 
maladjustment on the part of both the 
staff and patients. Instead of a gradual- 
implementation of a decentralization sys- 
tem, many hospitals have tried to bridge 
the gap from centralization to decentraliza- 
tion, literally overnight. Instead of being 
able to handle each problem of decentrali- 
zation as it arose, the quick change hospital 
has found itself faced with all of the prob- 
lems at once. Some have had to backtrack 
in order to solve their problems. Others 
have tried to cope with the problems in the 
reorganized setup. Still other hospitals have 
found that only partial decentralization 
satisfies their administrative goals, and thus 
remains at a model phase most satisfactory 
to their goals. The results of these problem- 
solving endeavors have yet to be reported. 


Summary 


In the movement from centralization to 
decentralization, a mental hospital goes 
through a number of phases of development 
in terms of changes in organizational struc- 
ture, the formal communication pattern 
network, the authority of service chiefs, 
treatment orientation, admission and read- 
mission procedures, and discharge proce- 
dures. For purposes of discussion, we 
have described a number of descriptive 
models which show the process of decen- 
tralization in action. In the centralized 
hospital model, we find an institution which 
is following the traditional custodial ap- 
proach to treatment. The first step in the 
change process is the development of spe- 
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cialized treatment programs which were 
discussed in the centralized transitional 
model. With time and the growth in size 
and number of patients involved in the 
special programs, we find the hospital con- 
cerned over the administrative problems of 
a centralized administration with decen- 
tralized programs. As an effort to recon- 
cile the conflicts, the sub-hospital model 
phase comes into being. This phase is 
considered unstable because it is admin- 
istratively difficult to maintain. Coordi- 
nation of programs is difficult. Once the 
hospital has accepted the idea that decen- 
tralization is the best course of action, it 
enters the decentralized transitional model 
phase. The hospital now tries to bring the 
unit plan concept into operation. With 
full decentralization, many of the problems 
which we have discussed become resolved. 

In this paper we have presented one ap- 
proach to the study of hospital decentraliza- 
tion. Ideally, the hospital which decentral- 
izes on the basis of the models discussed 
here will go through each model change. 
However, the time spent at any one model 
phase will differ for any given institution. 
Moreover, a hospital may find that decen- 
tralization is not the answer to its admin- 
istrative problems and it may backtrack in 
order to look for a new administrative solu- 
tion to its problems. In addition, a hospital 
may move toward a therapeutic hospital 
philosophy and away from a custodial hos- 
pital philosophy without ever moving along 
the road towards decentralization. Other 
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hospitals may find that a specific model 
phase with only partial decentralization 
satisfies its purposes and remain at that ad- 
ministrative phase. We have presented a 
series of models which refers to one partic- 
ular administrative solution to hospital 
organization problems. 
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Thomas A. McClellan, M.S.W. 
Donald R. Stieper, Ph.D. 


A Structured Approach to 
Group Marriage Counseling 


couples was recently completed in a Veterans Administration outpatient 
clinic. The therapy program incorporated programmed instruction, 
Albert Ellis’s rational-emotive psychotherapeutic approach, and struc- 
tured psychodrama skits. There was also extensive use of homework 
assignments. Group members verbally reported a positive interest in 
the experience and said they found it helpful. Various testing instru- 
ments indicate a variety of changes over the nine-month period. It is 
believed that this approach has application in those psychiatric clinics 
struggling with large numbers of chronic patients. 


| Over the past several years, a number 

| of new approaches have been developed to 

| enhance effectiveness in changing maladap- 

$ tive behavior. One such approach has been 
increased use of brief psychotherapy based 

| on educational, social and cognitive models. 

_ Another has emphasized increased involve- 
ment of family members other than the pa- 
tient: spouse, parents, and children. 

This paper describes a pilot study in 
group marriage counseling which combines 
three techniques: Programmed instruction; 
Rational-Emotive Therapy (RET); and 
psychodrama. 


Mr. McClellan is Staff Social Worker, and Dr. 
Stieper is Coordinator, Outpatient Psychological 
Services, at the VA Mental Hygiene Clinic, Ft. Snell- 
ing, St. Paul, Minn. 55111. 
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| A nine-month, time-limited group therapy program for married 


Location 


The study was conducted in a Veterans 
Administration outpatient psychiatric clinic 
located in St. Paul, Minnesota. As with most 
well-established outpatient psychiatric clin- 
ics, the patient population is comprised to 
a large degree of chronically ill psychotic 
and neurotic patients. Over the years, mar- 
riage counseling has been offered on a lim- 
ited basis, generally as an adjunct to tra- 
ditional psychotherapeutic practices. In- 
terviews were either with the patient alone, 
with the focus on marital problems, or in 
joint interviews with the spouse. Mar- 
riage counseling in groups has been rare 
and has been built on the traditional, dy- 
namically-oriented discussion model. 
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Assumptions and Rationale 


Basic to the new approach was the as- 
sumption that psychotherapy is primarily a 
teaching process—regardless of how it is 
packaged or delivered to the patient. 
Among the many things that it teaches pa- 
tients, psychotherapy presumably teaches 
patients to problem-solve in new, hopefully 
more effective ways. Group psychotherapy 
is then analagous to a classroom situation, 


When the goal of the group has been reached, the group should 


be terminated. 


with one or more teachers and several stu- 
dents. However, one problem has been the 
reluctance of group therapists to make max- 
imum use of known effective educational 
techniques.! Other writers have also pointed 
out the failure of group therapists to apply 
available knowledge about small group dy- 
namics.5 11 

In working out an educational model of 
group marriage counseling a number of 
specific variables need to be mentioned. 
First, the goals and purpose of the group 
must be clearly outlined at the beginning 
and reiterated throughout the group expe- 
rience. Emotional acceptance on the part 
of the group members is much less impor- 
tant than an intellectual understanding of 
what they are expected to do in the group 
and how the group may be of help to them. 

Second, any activity superfluous to work- 
ing toward the goals of the group should be 
discarded or so altered as to serve the pur- 
pose of the group. This avoids getting 
lost in irrelevant discussion or activity, 
which does two things—wastes valuable 
time and ruins the timing necessary to 
handle effectively points which come up 
for discussion. 

Third, terminology and concepts em- 
ployed in the therapeutic process must be 
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clearly described early in the group therapy 
program. If there are co-therapists, they 
should be in fundamental agreement on 
important therapeutic variables—princi- 
pally the type of experience they want to 
offer the group members. This will facili- 
tate therapist and patients talking about 
the same thing at the same time. 

Fourth, ongoing assessment is vital in 
order to determine the progress of group 


members in keeping up with the course 
content, i.e. with the material being pre- 
sented in the group therapy sessions. Edu- 
cation has made extensive use of ancillary 
instructional techniques, such; as pro- 
grammed instruction (PD) in which small 
amounts of information are presented to 
students, and the students' absorption of the 
material is immediately tested. Correct 
responses are rewarded (by, being noted 
as "correct"); incorrect responses are Cor- 
rected. Also, members should be kept in- 
formed of their progress in the group and 
encouraged to do better if necessary. Know- 
ing how well one is doing can be of benefit, 
in the same way that examinations, marks f 
and grades are to a student in school, es- 
pecially when psychotherapy is thought of 
as a teaching-learning process. 

Fifth, repetition of major concepts and 
problem-solving activities should be done 
throughout the process. One of the diff- 
culties in discussion group therapy is that 
patients are not given enough practice in 
actual problem-solving nor are they suf 
ficiently reminded of important ideas. 
Letting things come up as they will (i.e. 
putting this aspect of the teaching totally 
in the hands of the student) can often end 


MENTAL HYGIENE 


Group marriage counseling 


up with the neglect of important learning 
tasks. 

Sixth, direct transformation of knowledge 
into behavior should be implemented in 
every way possible—and as soon as possible. 
Recent research ? indicates that, generally, 
attitude change will follow behavior change 
more consistently than behavior change will 
follow attitude change. The exception to 
this are those instanes where active practice 
can immediately follow newly learned atti- 
‘tudes,® Psychodrama 2 10 along with home- 
work assignments, provides the means for 
transferring newly learned ideas into actual 
problem-solving activity. 

Seventh, therapists must work actively to- 
ward keeping communication as simple and 
direct as possible. Therapists frequently 
tend to overestimate the patients’ ability to 
understand what he is talking about. 

The eighth and last point is a simple one. 
When the goal of the group has been 
reached, the group should be terminated. 
This is often difficult to do. Therapists too 
often err in the direction of taking too 
much time, thereby diluting or negating 
whatever positive behavioral change has 
occurred. One solution is to limit the life 
of the group to a specified number of ses- 
sions? This condition should be an- 
nounced to the group members in the begin- 
ning. 


Method 


The pilot group was scheduled to run 
for nine months. Sessions were weekly, and 
were scheduled for an hour and a half. 
Discussion was not permitted to continue 
beyond the alloted time. 

During the first group session, the mem- 


bers, five couples in all, (one couple later 


dropped out) were introduced to each other 
and to the therapists. The structural plan 
of the group therapy meetings was de- 
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scribed to them. They were given a battery 
of psychologial tests: Minnesota Multi- 
phasic Personality Inventory (MMPI; ? the 
Shipley-Hartford abbreviated intelligence 
scale; and a marital functioning question- 
naire constructed by the authors. Also, 
during this first group session, the members 
were introduced to programmed instruction 
and received the first lesson. Approximately 
seventeen weeks were required to com- 
plete the presentation of the formal instruc- 
tional material. This material involved the 
basic principles and concepts of Albert 
Ellis’s Rational-Emotive Therapy (RET),4 
which has been written into a programmed 
instruction format by one of the authors 
and a co-worker.® 

This material was presented in didactic, 
classroom fashion, with each member of the 
group kept aware of his or her accuracy 
rate on the programmed instruction lessons. 

The first seven lessons instructed the 
members in basic theory, with illustrations 
of how it might apply in their own lives, 
Basic psychological terms and concepts 
necessary to understanding Rational-Emo- 
tive Therapy were also covered. The second 
phase of the programmed material went 
into some of the more common "irrational 
beliefs" held by individuals with neurotic 
and psychotic problems. Workbook type 
material was employed, and each individual 
group member was encouraged to see how 
the misconceptions applied to his or her 
own functioning both in and out of mar- 
riage. The final third phase of the program 
was comprised of one lesson dealing spe- 
cifically with marital functioning. The con- 


Wives felt there was a definite 
problem in the area of feeling 
close to one another, while hus- 
bands felt this to be less of a 
problem. 


80 


tent of this program covered the frequently 
high expectations of married partners, with 
respect to each other, and the complemen- 
tary tendency to condemn or blame the 
married partner when the expectations are 
not met. 


... members of this group were 
generally insensitive to how their 
spouses would rate themselves 
and tended to make these predic- 
tions on the basis of their own 
feelings and reactions. 


Group discussion was limited to clarifica- 
tion of the material being presented and to 
a review of previously discussed material. 
During the final stages of the programmed 
instruction, group members took self-rating 
scales (and predicted how their spouses 
would rate themselves). They rated their 
own tendencies to behave in accordance 
with the irrational beliefs: (1) to demand 
love, appreciation, affection and approval 
from everyone; (2) to expect everything to 
go the way they want; (3) to expect perfec- 
tion or near-perfection in practically every- 
thing they do; and (4) to blame others (and 
themselves) when things go wrong. These 
are four of the eleven “irrational beliefs” 
described by Albert Ellis. 

To motivate the individual group mem- 
bers and to facilitate the actual use of con- 
cepts and ideas Jearned from the pro- 
grammed instruction, psychodrama and 
homework assignments outside the group 
were employed in the final months of the 
group experience. 

During the first twenty minutes of each 
session, a report was given by one of the 
group members on a chapter from Albert 
Ellis and Robert A. Harper's “Creative 
Marriage.” 5 Couples were assigned chap- 
ters in this book, and each spouse had to 
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participate in the verbal report to the 
group. 

The content of the psychodrama skits was 
selected from the previously administered 
questionnaire on marital problems. Three 
problem areas, selected on the basis of 
frequency, were (in descending order of 
importance): difficulties with money and 
budgeting, sexual problems, and problems 
related to the discipline and adjustment of 
children. Specifically, group members were 
asked the two following questions, writing 
in those areas they were most concerned 
about: “I find it hard to talk with my 
spouse about ——.” (Question 3) "We dis- 
agree mostly in the areas of ——" (Ques 
tion 14) A series of three separate group 
therapy sessions, an hour and a half each, 
were spent on each of these problem areas. 
‘The focus of each of these sessions was the 
psychodramatic acting-outt of various aspects 
of these problems. 

For example, in the area of money and 
budgeting, a skit was prepared and per- 
formed by the therapists, depicting a neu- 
rotic, self-defeating form of communication 
between a couple attempting to discuss 
their budget problems. (Female therapists 
were brought into the group, when needed, 
to play specific roles.) This particular skit 
highlighted hostile interaction between the 
pair, general unreasonableness, and an in- 
ability to bring the discussion to a fruitful, 
decision-making conclusion. Following this 
explosive introduction, group members 
commented upon and discussed the salient 
features, Subsequent psychodrama skits 
worked toward practicing more mature, 
problem-solving discussions in this area. 
"The final skit involved a couple from the 
group working out their own difficulties 
with money, using the newly-learned ap- 
proaches and problem-solving techniques. 

The second area of concern—sex—— 
opened with a role-reversal playlet wherein 
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male group members acted-out the way they 
felt females talked about sex, and female 
group members repeated the procedure in 
an attempt to show how they felt men 
talked about sex. Subsequent skits cen- 
tered around problems of poor communica- 
tion about (1) sexual frequency, (2) rights 
and privileges in sexual behavior, (3) 
signaling systems useful in increasing com- 
munication about sex, and (4) the use of 
sex for recreational as well as procreative 
purposes. Basic cultural differences between 
male and female sexual attitudes were dealt 
with openly throughout this series of ses- 
sions. 

The third area of concern was relation- 
ships with children; however, as therapy 
progressed, it became evident that this was 
only a symptom of a larger and more basic 
problem—disagreement over rule-making 
and lines of authority in the family. Specific 
psychodrama skits went into the need for 
communication to be simple, direct and 
congruent!? and into the need for a ra- 
tional approach to the issue of who is in 
charge and in what area, what rules need 
to be made and how they are made, and 
what procedures are helpful when there is 
disagreement. 

Following completion of these nine ses- 
sions, each couple was assigned respon- 
sibility for the next week's psychodrama 
skit. Each couple was instructed to bring 
in a problem of their own with which they 
wanted help from the group. They were to 
structure the psychodrama presentation, de- 
cide how the problem would be illustrated, 
and cast the psychodrama using other mem- 
bers of the group. Following each such pre- 
sentation, a series of recommendations by 
the therapists and group members were 
made in the form of specific "homework 
assignments", upon which the couple had to 
report the following week. Problems 
brought in at this point had to do with 
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getting the cooperation of siblings in help- 
ing to care for an aged parent, activiting a 
withdrawn and unresponsive mate, improv- 
ing a poor father-son relationship, and 
reaching a decision on where a family was 
going to live, 

The final group therapy session was made 
up of a post-testing period in which the 
members were administered a repeat of the 
self-ratings on the “irrational beliefs” (along 
with a repeat of the spouse-predictions), 
and a repeat of the marital functioning 
questionnaire. 

Findings 

The psychological measurements can be 
summarized quite briefly.* The average 
intelligence quotient of the female group 
members (based on the Shipley-Hartford 
which does not use an age-correction factor 
as do most other intelligence tests) was 
118.5, for the men the average IQ was 
108.25. The spread for women was 93, 
122, 125 and 184, and for men was 93, 104, 
111, and 125. 

Reflective of the generally above-average 
intelligence of the group are their perform- 
ances on the programmed instruction mate- 
rials, for which “accuracy rates” could be 
computed, lesson by lesson. 

The accuracy rates per lesson ran high, 
from 70% to 99% (averaging 88%), in- 
dicating that members were attending to 
the programmed material and were suffi- 
ciently able to grasp the concepts to "feed 
back" a high proportion of the "'correct" 
answers. 

The questionnaire on marital function- 
ing, completed by each member during the 
first meeting and again during the final 
meeting, reflected the kinds of shifts that 
took place in terms of individual attitudes 
toward their own marital situations. Wives, 


* Tabular information is available from the authors. 
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as a group, reported it easier to communi- 
cate with their spouses after therapy, while 
husbands, on the other hand, saw “com- 
munication” as less of a problem in the first 
place. 

With this small number of patients, 
changes in attitudes were reported which 
reflected increased communication between 
married couples and a greater tolerance 
of each other. Whether or not this at- 
titudinal change is a major one and whether 
or not this is reflected in noticeable changes 
in behavior is, of course, not possible to 
assess. 

Questionnaire items which showed no 
change over the period of therapy but 
which have, nonetheless, some intrinsic in- 
terest value include the following. Hus- 
bands and wives did not change on the 
number of interests they felt they had in 
common, and, over therapy, they continued 
to agree that they had highly similar goals 
in marriage and had highly similar values 
relative to teaching children about sex, 
right and wrong, religion, and so forth. 
Husbands and wives also agreed that they 
had important areas of disagreement, and 
this observation did not alter over the 
course of therapy. Wives felt there was a 
definite problem in the area of feeling close 
to one another, while husbands felt this to 
be less of a problem. These observations 
did not change over the course of therapy. 

The Irrational Beliefs Scales (IBS) are 
comprised of 29 items, rating from low to 
high (0 to 8), which assesses the degree to 
which the testee reacts to common situa- 
tions involving the four Irrational Beliefs 
discussed in the PI (love, getting one’s own 
way, perfection, and blame). The “Pre” 
testing occurred during the course of tak- 
ing Phase Two of the program. The “Mid” 
testing took place about three months 
later, and the “Post” testing was admin- 
istered during the final group session. 


MCCLELLAN AND STIEPER 


The tratio between the Pre and Post 
testing is 2.661, significant at the .05 percent 
level of confidence with seven degrees of 
freedom. This represents an overall group 
improvement in selt-ratings, with members 
reporting less “psychic distress" after than 
before therapy. In correlating members’ 
original raw scores on the IBS with Welch’s 
“A” scale! from the Minnesota Multi- 
phasic Personality Scale (taken at the begin- 
ning of treatment) a Pearson product- 
moment r of .6151 is found (significant at 
the ten percent level). The correlation be- 
tween IBS and Welch's R scale from the 
MMPI is .0291 (non-significant). The small 
N tends to attenuate the statistical findings, 
but there appears to be a general relation- 
ship between the “psychic distress” items 
from the MMPI and the raw scores on the 
IBS. So that it is safe to say that, whatever 
the IBS is tapping, it is more related to 
psychic distress, as measured by the Welch 
scales, then it is to repressive-suppressive 
mechanisms. 

At the session members took the IBS for 
the first time, they were also asked to pre- 
dict how their spouses would respond to the 
same items. This procedure was repeated 
at the end of treatment. 

The t-ratio between Pre- and Post scores 
on the spouse predictions is 2.845, signif- 
icant at the .05 level of confidence with 
seven degrees of freedom. This suggests 
that the spouses were sucessful in predicting 
improvement on the part of their mates. 
However, some additional evidence appears 
to contradict this. 

The correlation between the original 
selfratings on the IBS and the spouses’ 
predictions of what their mates would say 
is .0190, indicating no relationship between 
the two sets of ratings. Similarly, the 
spouses' "predictions" of how well their 
mates would progress in group therapy, 
when compared with the actual change 
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scores on the IBS, yield a nonsignificant cor- 
relation of .2974. 

However, when comparing predictions 
about their mates with the raters’ self-rat- 
ings, relative to changes occurring over the 
course of therapy, a correlation of .5982 
was obtained, which is significant if a cut- 
ting point at the ten percent level of con- 
fidence is set. The trend being suggested 
here is that the members of this group were 
generally insensitive to how their spouses 
would rate themselves and tended to make 
these predictions on the basis of their own 
feelings and reactions. 


Discussion 


All of the husbands had been treated on 
an individual basis in the Mental Hygiene 
Clinic prior to this group experience. 
Treatment had been extensive—extending 
over several years—with, for the most part, 
only marginal results. They suffered from 
relatively serious mental disorders—para- 
noid schizophrenia, manic-depressive psy- 
chosis, chronic anxiety reaction, and psy- 
chotic depression. In fact, during the course 
of therapy, one couple dropped out due to 
job problems and the husband was sub- 
sequently hospitalized. Three of the couples 
had been involved in marriage counseling 
in the clinic previously—one on a group 
basis. Again, it was not believed that this 
had been particularly successful. 

MMPIs on the wives indicated greater 
variation than that found in the men. Two 
of the wives had no profile elevations above 
Standard score seventy; one had elevations 
above 70 on K and Pd (4); and the fourth 
had a pre-psychotic profile. The age spread 
was quite wide. For the women, the ages 
were 25, 40, 41 and 48, and for the men, the 
ages were 31, 44, 47 and 50. The couples 
had been married from ten to twenty-two 
years, notable achievements in the face of 
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their many problems. All had one or more 
children still living at home. 

At the completion of therapy, the group 
was tested on a number of variables to ascer- 
tain what, if any, change had occurred. The 
group made significant improvement in re- 
porting less psychic distress, lessened dis- 
comfort over specific problems existing in 
the home, and greater capacity for positive 
communication about those continuing 
problems. While there was continued con- 
cern about the three major problem areas 
—money, sex, and child discipline—in- 
tensity of feeling over these problems was 
lessened. 

It is worthwhile mentioning that the 
couples were generally in high agreement 
that they had similar value systems and 
similar marriage goals; this opinion did not 
change after therapy. This common bond 
may well be the factor which held the mar- 
riages together in spite of some rather 
devastating problems which they all faced. 

The results obtained with this experi- 
mental group are encouraging inasmuch as 
the members represented serious, chronic 
psychiatric difficulties with long-standing 
marital discord. It is believed that this ap- 
proach may have general applicability to 
adult psychiatric outpatient clinics with 
large numbers of chronically ill married 
patients. Some of the advantages of this 
approach, at least with our patient popula- 
tion, are as follows. First, the whole style 
of approach was radically different from 
anything they had experienced in the clinic 
before. Chronic patients seem to accom- 
modate themselves to any mode of therapy 
which is easily accessible and offered in- 
definitely with resultant problems in de- 
pendency and secondary gain. It would, 
therefore, seem advisable to expose chronic 
patients to an occasional, radically different 
therapeutic experience. Second, it is obvi- 
ously more expeditious to provide therapy 
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—induding marriage counseling—on a 
group basis in large psychiatric clinics with 
great numbers of chronic patients. Third, 
many of our patients, even those that have 
been treated psychotherapeutically over sev- 
eral years, show minimal psychological- 
orientation or sophistication. The emphasis 
of the programmed instruction on clarifying 
and reducing psychological concepts to sim- 
ple basic terms seems advantageous for this 
group inasmuch as it effectively teaches 
them a conceptual base roughly congruent 
with that of the therapist. As a prelude to 
therapy proper, the use of the PI program 
seemed to facilitate a more profitable use 
of subsequent therapeutic time, Fourth, 
the fact that this treatment program begins 
in a highly structured manner, with a focus 
on specified learning tasks, may be an 
advantage with patients who are highly de- 
fensive and have low motivation toward 
improvement. Also, the paper-and-pencil 
work and the regular assessment of perform- 
ance throughout the period of programmed 
instruction may be less threatening to this 
group of patients than the traditional early 
"self-exposure" found in traditional discus- 
sion-type group therapy. Five, throughout 
the nine month program, both group mem- 
bers and therapists reported that they en- 
joyed the experience. There were obvious 
signs of social growth on the part of group 
members, marked by improved appearances, 
increased volubility, and improved mood 
levels. The fact that the therapists enjoyed 
the experience may be an important side 
effect of this approach inasmuch as it allows 
therapists a new kind of encounter which 
is inherently more rewarding than previous 
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contacts with this same group of chronic 
patients. 
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Carlos E. Sluzki, M.D. 


Setting Up a Psychiatric Service 
in a General Hospital 


Establishing a psychiatric service in a general hospital requires a two- 
pronged attack on the “internal” and “external” fronts. The authors 
describe their efforts to make the service acceptable and available to 
other services in the hospital and to the community at large. 


This paper will discuss certain features 
of the authors’ 12-year experience at the 
Psychiatric Service of a general hospital in 
Lanús, Buenos Aires, Argentina. 

The general hospital officially known as 
Policlinico “Profesor Gregorio Araoz Al- 
faro”, which depends on the Nation’s Min- 
istry of Public Health, is situated in Lanús, 
a town in the industrial belt of Buenos 
Aires with 500,000 inhabitants: working 
class partly living in “Villas Miseria”, 
(shanty towns), lower middle class, and 
middle class, the first two being by large 
the most numerous. 

The hospital building is modern. It 
has 500 beds for hospitalized patients and 
is equipped with important outpatient in- 
stallations. The hospital operates on all 
branches of medicine, also has general 


Dr. Goldenberg is Chief, Psychopathology and 
Neurology Service, “Professor G. Araoz” Alfaro Hos- 
pital, Lanús, Buenos Aires Province, Argentina. 
Dr. Sluzki is Director, Center for Research in 
Psychiatry, research branch of the same service. 
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laboratories, sections for X-rays, radioiso- 
topes, and other pertinent services. 

As in all state hospitals, assistance is free 
of charge, and the institution has to grant 
medical care to all people applying for it. 
Most patients come from the Lanús area, 
but there are numerous patients from other 
neighborhoods and even from Buenos 
Aires City, which is 20 minutes by car from 
the Hospital. The 1966 figure of 193,148 
patients having been assisted at this insti- 
tution give an idea of the magnitude of the 
Hospital movement. 

It is important to point out that, at least 
in our country, a General Hospital, as an 
institution, has a very special tradition, In 
the first place, any town which achieves 
some degree of progress tries hard to “pos- 
sess" its own hospital: the Hospital means 
that the health of the community is en- 
sured; it means that they can turn to it at 
any time and for any reason of emergency, 
without any discrimination whatsoever as 
to sex, race, age, social condition or type 
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of disease, and obtain free medical assist- 
ance. 

The above-mentioned reasons, and the 
fact that such a hospital is indeed. part of 
the community which it serves, provide un- 
equalled access to it for early consultation, 
early diagnosis, continued medical treat- 
ment, without the patient having to be nec- 
essarily separated from his family circle 
and both social and labor environments. 

In connection with all these factors, and 
in an attempt to overcome prejudice and 
discriminations against mental disease, sev- 
eral years ago we began to defend this sys- 
tem of medical assistance as the most 
powerful instrument for the first steps of 
any mental health community program. 
The Psychiatric Service was considered a 
necessary starting-point in the General 
Hospital, and it was with this conviction 
that the first author took charge of the 
organization of the Psychopathology Ser- 
vice at the Lanús Hospital in October 
1956. 

In its earliest stage, the Service only had 
two wards of seven beds each, situated in 
the general medicine floor, and an office 
intended for outpatient care; medical as- 
sistance was conducted by the chief of the 
Service aided by three psychiatrists, a neu- 
rologist, an electroencephalographist and a 
nurse. 

Today, twelve years later, the personnel 
of this Service is composed of 100 medical 

- doctors (all of them part-time and most of 
them on a non-salaried basis), 20 psycholo- 
gists, 5 social workers, 3 work-therapists, 4 
psychopedagogues, 4 nurses, 3 secretaries, 
and 30 postgraduate residents in psychia- 
try. 

The Service is organized in eight depart- 
ments: (1) Wards (inpatients); (2) Adult 
outpatients; (3) Adolescents; (4) Children; 
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(5) Consultation; (6) Neurology; (7) Teach- 
ing Activities, and (8) Research.t 

The directors of the various departments, 
together with the Chief of the Service, con- 
stitute the “Executive Head Staff", whose 
fundamental task, besides that of admin- 
istrative supervision and evaluation of the 
work performed, is to establish the general 
policy of the Service. Communication both 
horizontally and vertically, within each de- 
partment as well as between departments, 
is encouraged, favoring the collective par- 
ticipation in the tasks and the esprit de 
corps of the whole staff. 

The Psychopathology and Neurology 
Service at the Lanüs Hospital is the first 
instituted in the country serving in and 
outpatients, adults, adolescents, and chil- 
dren in a general hospital. Since its in- 
auguration in 1956, great progress has 
been achieved in regard to both the rela- 
tions with other Hospital Services (what 
we had come to call “internal front”) and 
the medical assistance given to the com- 
munity it serves (the “external front”). 
These two lines of activity closely inter- 
related, will be referred to separately here 
in order the better to summarize them in 
view of the interest they may offer. 


The “Internal Front” 


With respect to the “internal front"— 
relations with other Services within the 
Hospital—we first encountered an attitude 
of resistance we had foreseen in many of 
the medical and non-medical members of 
the Hospital's staff: an inevitable resistance 
against change as well as prejudice against 
psychiatry and mental disease. Among 


fDetails of the organizational features of the 
Service can be found in Goldenberg, M. et al.: La 
psiquiatría en el hospital general (Psychiatry in the 
general hospital) Semana Médica, 128, 80, 1966. 
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other reasons, this is due to the fact that 
most of the physicians have had a univer- 
sity training which devoted but a few hours 
to psychiatry, and that from a "lunatic 
asylum" angle. 

The above difficulty was reflected in the 
refusal to seek the collaboration of the psy- 
chiatrist; a distrust in the therapeutic use 
of psychiatry; a general attitude varying 
from visible suspicion to scorn of the psy- 
chiatrist; and a distrust shown towards psy- 
chiatric patients. This first stage of opposi- 
tion was overcome with the aid of a series 
of internal rules enriched by time and the 
experience gained. These tried to estab- 
lish the acceptance of the psychiatrist and 
the psychiatric Service and prevent the ap- 
pearance of a "pathology of a persecuted 
minority" in our own team. We feel that 
otherwise our enterprise, as a pilot experi- 
ence in our country, would have failed. 
The rules in question can be summarized 
as follows: 

(a) Bring into Consultation Department 
the most experienced psychiatrists in the 
Service; 

(b) Pay immediate attention to any re- 
quest for consultation coming from other 
Services; 

(c) Never assume dominating attitudes 
and, in every relationship with doctors, 
nurses and with patients, use clear and 
simple “common sense" language, thereby 
avoiding psychiatric jargon; 

(d) Give undelayed psychiatric treat- 
ment and provide quick security measures 
in the case of excited or dangerous pa- 
tients; 

(e) Undertake joint treatments, overtly 
encouraging collaboration between the 
general practitioner and the psychiatrist, 
thereby avoiding taking total charge of the 
patient except at the doctor's own request 
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and when the patient is exclusively a psy- 
chiatric case; 

(f) Treat patients in the ward where the 
consultation came from, thus avoiding as 
far as possible the transfer of the patient 
to the psychiatric ward. "Therapeutic 
measures, and sometimes even psychother- 
apy, can be undertaken in the presence of 
the staff of the Services involved; 

(g) In cases in which consultation con- 
cerns pathology not centered in the patient 
but in the doctor-patient relationship, the 
treatment must be applied "through the 
patient", thereby attempting to clarify the 
doctor's conflicts by means, for example, 
of the use of the first person plural for 
the description of the conflictive compo- 
nents of the doctor-patient relationship. 
Furthermore, it is necessary to rely on an 
attitude of support and certain degree of 
“complicity” with the colleague, for this 
permits a better distribution of anxiety and 
the elucidation of the problem with a 
minimum resistance. 

(h) Take part in seminars, symposia, 
etc., organized by other Services, accepting 
all invitations to participate in collective 
presentation of cases; 

(i) Propose and/or accept conducting 
joint research and teaching activities; 

(j) Bring the patient's family as far as 
possible into the treatment, by pointing 
out and acting upon family and social fac- 
tors which play a part in the genesis of the 
disease and in its cure. 

The response to this attitude was first 
detected in the change of the type of pa- 
tient for which doctors were sought in con- 
sultation. At first such patients were overt 
psychotics or suffered from very severe 
neuroses. But quite soon another type of 
request started to appear: consultations 
sought on problems of the doctors’ or 
other Hospital personnel’s own family. 
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We gradually came to be consulted about 
patients coming within a wide range of 
diagnoses, in which neurosis and psycho- 
somatics prevailed, and, finally, we were 
called upon to cooperate in "somatic" 
cases (cancer, leukemia, etc) in order to 
deal with the emotional aspects of such 
cases. 

In the course of time a change of atti- 
tude was also visible in several Hospital 
Services, which changed their own position 
towards patients, and established a very 
favorable emotional atmosphere. 


But quite soon another type of re- 
quest started to appear: consul- 
tations were sought on problems 
of the doctors' or other Hospital 
personnel's own family. 


At the same time, the important increase 
in activities, and consequently the increase 
in the number of personnel in the Service, 
led us to adopt a departmental organiza- 
tion, which included a Consultation De- 
partment, specifically in charge of the 
"internal front" (this department is in- 
formally called "the patrol", which is self- 
explanatory). 

Another important feature in the de- 
velopment of the Service's policy has been 
our post-graduate residence in psychiatry 
organized several years ago which further 
favored, by means of a good inter-services 
communication at the residents’ level, the 
integration with the rest of the hospital. 

In behalf of the same aims, we avoided 
the admission in our wards—32 beds, lo- 
cated on the general medicine floor, of an 
open-door type—of very excited psychotic 
patients and of psychopaths with severe 
acting-out tendencies. These are the only 
restrictions, besides that of patients suf- 
fering from chronic psychoses or organic 
deterioration. 
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An inquiry made during very special 
circumstances can serve as an example of 
this acceptance as well as of the role played 
by psychiatric wards with regard to other 
wards. During a military coup which took 
place in 1962, the roads which join the 
Hospital area with the city of Buenos Aires 
were blocked for two days. Inasmuch as 
almost all the doctors reside in Buenos 
Aires, the Hospital remained for two days 
under the sole care of those M.D.s on duty 
who usually take charge of emergency cases 
outside the hospital. A study we made im- 
mediately after this episode concerning the 
reaction of psychiatric and non-psychiatric 
patients who remained in the premises 
during those days of tension and instability 
showed that the atmosphere in the psychi- 
atric wards was quieter and more poised 
than in the other wards, a fact which may 
have been due to the existence of a posi- 
tive spirit of group-belonging, a side effect 
of the weekly sessions of group therapy. 
But, what is even more interesting, the 
psychiatric patients acted in support of the 
patients in the general medicine wards, 
who found the former to be positive, warm, 
reassuring characters, as was shown by so- 
ciograms and questionnaires.t 

In 1963, we carried out a veritable in- 
ternal revolution in the tradition of the 
Hospital when we decided to alter the 
classical structure which divided the hospi- 
talization wards in two separate wings, one 
for men and the other for women. We put 
the two women’s wards next to the two 
men’s wards. The patients started to inter- 
act socially and to use the same dining- 


+ For a detail description of this study, see, Sluzki, 
C. E. Repercusión de una conmoción social en el 
medio hospitalario. Estudio de psicología grupal en 
pacientes internados. (Repercussion of a social com- 
motion in the hospital milieu: a group psychology 
study with in-patients) Rev. Psicol. Psicot. Grupo, 
2:3:127, 1963. 
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room and work-therapy hall, whereas, 
previously, men and women had their din- 
ing-rooms and work-therapy halls at op- 
posite ends of the floor. Care of the wards 
was made easier by this new distribution. 
It was also more natural to carry out reso- 
cialization processes through spontaneous, 
informal contacts as well as assemblies, 
group therapy, etc. 

But this change in the traditional pat- 
terns of our hospitals gave rise to an atti- 
tude of distrust on the part of nonpsychi- 
atric personnel, who tended to attribute 
to the new situation any problem which 
arose during the period following that 
change. However, the resistance did not 
last long thanks to the good pre-existing 
communication in the “internal front”, to 
the educational efforts carried out at the 
institution and to a coherent, positive at- 
titude towards the other services. In a few 
months peace was restored, and the new 
state of things reached complete accept- 
ance. 

Presently our Service is one of the two 
services—the other one being general medi- 
cine—that care for the largest number of 
patients per year at the institution. It is 
also an important source of prestige for the 
Hospital as a whole. 


'The "External Front" 


The other phase to which we wish to 
refer is the "external front". 

From 1960 to 1966 our Service has more 
than tripled the number of consultations. 
The figures per year for 1960 are: 6,767 
consultations, with 1,509 new patients; in 
1966, 22,015, with 2,701 new patients. It 
went up from 7.9% of the total Hospital 
consultations in 1960 to 17.9% in 1966. 
Particularly encouraging signs of the de- 
crease in the resistance of the community 
to psychiatric consultation are not only the 
larger number of patients but the remark- 
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able increase of first consultations with the 
diagnosis of “neuroses and characteropathic 
disorders”, which went up from 39.5% in 
1957 to 59% in 1966. 

As for the relations of the Service with 
the community it serves, during those years 
of consolidation of our Service—in which 
the main efforts were placed in the “inter- 
nal front"—our aim was to attain a satis- 
factory level of efficiency in the outpatient 
section, giving attention to all patients 
coming for consultation for the first time, 
thus avoiding waiting lists. This aim im- 
plied a serious effort, considering the diffi- 
culty derived from the steadily increasing 
demand for consultation. On the one side, 
group psychotherapy and brief therapy 
were encouraged often in association with 
psychotropic drug treatment. On the other, 
we increased the staff of the outpatient De- 
partment and the number of consulting 
hours, originally scheduled from 8:30 to 
12:00 in the morning. This was achieved 
through the adequate planning of our 
psychiatric residents’ schedule: in their sec- 
ond and third year of postgraduate train- 
ing they assist patients, under supervision, 
from 2 to 9 p.m, daily except Sundays. 

First steps towards a future community 
mental health program were made when 
special care was given to establishing posi- 
tive connections with community leaders 
(teachers, labor leaders, policemen, etc.), or 
whenever they spontaneously called on the 
Service for consultations either for other 
people or for themselves. These community 
leaders were told of the importance of their 
collaboration in solving the needs of the 
community in which they act. Meetings 
were also arranged on an informal basis 
with teachers in the area and members of 
other community institutions so that they 
could work as connecting links for the de- 
tection of mental health problems of the 


population. 
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Final Comments * 


In short, as we saw in our own experi- 
ence, with the decrease in the resistances 
of the Hospital community and of the pop- 
ulation at large, due to the disappearance 
of discriminatory attitudes and of the stig- 
matic character of the Service, the number 
of patients increased; the psychopathology 
spectrum of the people coming for consul- 
tation widened; and, what is most signifi- 
cant, there was an important increase in 
the number of early consultations and diag- 
noses, which implements the present thera- 
peutic activity with a true preventive ac- 
tion of the Service, in the sense mainly of 
secondary prevention. 

It is important to emphasize some side 
effects stemming from the gradual disap- 
pearance of opposition in the intrahospital 
community. On the one hand, this enables 
the Service to extend its therapeutic action 
to a much larger number of patients who 
would otherwise find their psychiatric prob- 
lems ignored. On the other hand, adequate 
intrahospital strategy makes it possible to 
work on the general practitioner's fre- 
quently distorted image of both psychiatrist 
and psychiatry. "This has a great effect on 
the community, since the general practi- 
tioner gradually becomes a collaborator in 
the early detection and even in the pre- 
vention of mental disorders. In this same 
direction, the progressive insight into psy- 
chological factors and psychosomatic ap- 
proaches by the general practitioner modi- 


* After this paper was set in type, the authors re- 
ported that by mid-1970, steps a and d had been 
completed, with steps being taken toward the com- 
pletion of b and f. 
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fies his attitude towards the sick man, 
whom he comes to look upon as a totality 
and not as an organic partiality. 

The resolution of all predictable con- 
flicts related to the establishment and con- 
solidation of the Psychiatry Service in a 
general hospital, the "internal front", as 
well as the adequate handling of the “cen- 
tripetal” current in the “external front” 
are, as far as we understand, unavoidable 
steps which provide, when accomplished, a 
strong basis for a "centrifuge" action: the 
mental assistance and the prevention of 
mental disorders in the community itself. 
On this basis we hope to further project 
the Service into the community through 
the following steps, now being carried out: 


(a) an epidemiologic survey of the area of 
Lanús; 

(b) intensive study of a representative sub- 
sample in order to determine ad-hoc 
socio-cultural variables; 

(c) organization of post-graduate courses 
for training in consultation techniques; 

(d) creation of a Community Mental 
Health Center at a critical site in the 
area, determined through the above 
mentioned survey; 

(e) creation of a “Mid-way home” as a link 
between the Hospital and the Mental 
Health Center; 

(£) development of an organic comprehen- 
sive community mental health pro- 
gram through a conjoint action of the 
Psychiatric Service and its two affiliates 
—the Mental Health Center and the 
“Mid-way home”—in collaboration 
with different community organiza- 
tions. 
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H. J. Wahler, Ph.D. 


Winning and Losing in Life: 


A survey of opinions about causes 


Is mental health the absence of mental illness? A survey of mental 
hospital non-professional personnel was conducted to determine what 
factors were judged the most important determinants of: (a) people 
coping successfully and enjoying life (winning) as contrasted with (b) 
living lives of self-defeat and failure (losing). Analyses of responses from 
378 Ss showed that 96% of the attributes associated with “winning” 
consisted of positive traits and abilities that as an aggregate amounted 
to competence. Only 4% of the responses pertained to the lack of 
symptomatic or undesirable attributes. "Losing", was regarded as stem- 
ming from both excesses of undesirable traits in 48% of the statements 
and deficient personal strengths and coping abilities in 52% of the 
responses. The findings imply that mental health could be described 
as a capacity for growth, enjoyment and effective coping. Mental illness, 
on the other hand, would be characterized by both deficient abilities 
and excesses of socially undesirable or symptomatic tendencies. Such 
opinions are consistent with current theorists who stress that long-range 
effective treatment must focus on enabling clients to grow in com- 
petence as well as help them ameliorate symptoms. 


Success in the sense of enjoying life is 
often related to mental health. In fact, 
mental health has been defined as “.. . a 
subjective sense of well being and a capacity 
for enjoyment and happiness."? The same 
author also stresses the important distinc- 
tion that mental health is more than the 


Dr. Wahler is Senior Investigator with the Office of 
Research of the Washington State Division of In- 
stitutions, P. O. Box 94008, Fort Steilacoom, Wash- 
ington 98494. 
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absence of illness. Success defined as achiev- 
ing wealth, power, knowledge, etc., obvi- 
ously is not a guarantee of mental health 
or the absence of mental illness. But these 
matters are complex since at least some 
minimal level of attainment in such areas 
is usually necessary for good mental health. 
Marked poverty, ineffectualness or ignor- 
ance typically preclude enjoyment of liv- 
ing, so that people whose lives are prepon- 
derantly miserable are far more prone to 
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Losing was attributed to two 
conditions that are polar op- 


posites: deficits and excesses. 


neuroses, psychoses and other forms of seri- 
ous maladaption than those who are suc- 
cessful in getting the most out of life. 

Enjoying life is complex, too. Having 
all needs and desires immediately satisfied 
will not produce an enjoyable life. Such 
conditions would in most instances pro- 
duce satiation and boredom in humans. An 
enjoyable life requires contrasts—we cannot 
genuinely enjoy a good warm fire unless we 
have been cold. For humans, who of all 
creatures are unique in their ability to re- 
flect upon themselves and their own exist- 
ence and experiences, the meaning of life 
apparently evolves out of experiencing a 
wide gamut of both pains and satisfactions. 

The purpose of this survey is to sample 
the opinions of various people regarding the 
factors which they believe are the most 
important causes of winning and losing in 
life. 


Method 


Response forms were distributed to all 
personnel of Western State Hospital except 
administrative officials, physicians, psy- 
chologists, social workers and nurses (some 
nurses did complete forms). We were par- 
ticularly interested in the responses of 
people who had presumably developed 
their impressions on the basis of real life 
experiences rather than formal training. 
Personnel working at a mental hospital 
were considered particularly appropriate 
for such a survey because their jobs regu- 
larly confront them with the vicissitudes of 
many lives. If they choose to be observant, 
they have ample opportunity to discover 
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what people are like who lose and who 
sometimes change to winning. 

The forms request respondents to: (a) 
“write in five personal characteristics or 
conditions that you feel are essential for 
people to cope successfully and get what 
they want from life’ (winning) and (b) 
“write in five personal characteristics or 
conditions that you feel are the most im- 
portant causes of people defeating them- 
selves and failing to get what they really 
want in life” (losing). Nine-hundred and 
thirty-five forms were individually addressed 
and distributed. Of these, 378 or 40.4 per 
cent were returned in usable form. While 
the proportion of returns was disappoint- 
ing, the findings are not vitiated since it was 
not the intention in this survey to procure 
a sample of respondents that was representa- 
tive of a specific population. Two-hundred 
and forty-three of the participants were fe- 
male and 135 male. Females gave 1304 and 
males 646 statements pertaining to factors 
judged essential for winning; 1306 and 653 
statements were provided by females and 
males, respectively, regarding important 
causes of losing—3909 statements all told 
(any usable response is called a statement 
even if it consists of only one word). 

In order to reduce the nearly 4000 state- 
ments to manageable proportions, all state- 
ments that were the same or highly similar 
in meaning were grouped together. One 
statement judged representative of each 
grouping was selected to reflect the idea 
contained in statements placed in each sub- 
category. Altogether, there were 132 differ- 
ent subcategories of statements pertaining 
to winning and 155 to losing. 

Statements representing ideas contained 
in each subcategory were sorted into 10 
broad categories for winning and 11 cate- 
gories for losing. The 10 winning categories 
are: humanistic attitudes and values; posi- 
tive modes of behaving toward (or with) 
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Winning and losing in life 


people; constructive traits; desirable behay- 
ior; positive self-image; competence—abil- 
ity to cope; constructive motivation; ac- 
quired skills and abilities; advantageous 
social conditions and advantageous social 
situations. The 11 losing categories are: 
negative dispositions toward others; unde- 
sirable interpersonal behavior; deleterious 
traits; behavior objectionable to others; 
negative self-attitudes; conventional psy- 
chiatric symptoms; impaired coping ability; 
motivational deficits or impediments; defi- 
cient skills and abilities; unfavorable social 
conditions and unfavorable environmental 
conditions (not directly social). 

Sorting of subcategory statements into 
the broad categories was done by four in- 
dependent judges. When at least three out 
of four of the judges (75 per cent) agreed 
that statements reflecting the ideas of each 
subcategory belonged in one of the broader 
categories, they were retained. If judges 
could not agree (by at least three out of 
four) the subcategory was dropped as being 
unclassifiable. On the basis of these rules, 
109 of the 133 winning subcategories and 
122 out of 155 losing subcategories were re- 
tained. In terms of the total 3909 state- 
ments, 3519 or 90 per cent were retained. 
Statements reflecting the ideas in each sub- 
category are presented in Appendices A 
(Winning) and B (Losing).* 
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A. statistical analysis of differences be- 
tween sexes based on frequencies of state- 
ments in each category (excluding combined 
categories) yielded a chi square of 64.5 (8 
df) for winning and a value of 27.7 (10 df) 
for losing (p<.01 in both cases). Individ- 
ual chi square analyses for winning cate- 
gories showed that men gave significantly 
more (p<.05) statements, proportionately, 
than women in the categories of “Construc- 
tive Motivation", "Acquired Skills and 
Abilities”, “Advantageous Social Condi- 
tions" and “Advantageous Situational Con- 
ditions"; while women gave more state- 
ments in the category of “Favorable 
(Constructive) Traits". Like analyses for 
losing categories indicated that men gave 
significantly more statements in the cate- 
gories "Motivational Deficits or Impedi- 
ments" and “Deficiencies in Practical or 
Acquired Skills and Abilities", and women 
significantly more in the categories of 
“Behavior that is Objectionable to Others” 
and “Characteristics that Impair Ability to 
Cope Effectively". While these sex differ- 
ences could be interesting, they will not be 
explored here since there were no pro- 
nounced discrepancies in general trends. It 
is of interest that in contrast to the fre- 
quently reported psychological and social 
determinants, there were no statements im- 
puting winning to absence of psychiatric 


... winning is associated with concepts implying the Protestant 


ethic... 
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In a few instances, judges agreed that sub- 
category statements belonged in one or the 
other of two logically related categories and 
achieved a minimum of 75 per cent agree- 
ment only with both categories combined. 


* Copies of Appendices A and B and Tables contain- 
ing descriptions of "winning" and “losing” cate- 
gories may be obtained upon request from the 
author. 
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symptoms, and only a small percentage at- 
tributing losing to the presence of psychi- 
atric symptoms. 


Discussion 


Referring to the types of ideas that 
ranked highest in terms of frequency it is 
noteworthy that winning is associated with 
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concepts implying the Protestant ethic— 
being goal oriented and ambitious; edu- 
cated; hard working and conscientious; 
self-respecting and of good moral character. 
Conversely, the most frequently reported 
causes of "losing" were lack of initiative 
and goals, deficient education, low self- 
respect, and poor character—particularly ir- 
responsibility and selfishness. 


The findings are consistent 
with the earlier citation that 


menfal health is more than 
the absence of mental illness. 


On the basis of percentages of responses 
occurring in major categories the variables 
judged most important in determining 
either winning or losing in life were those 
related primarily to: (a) motivational vari- 
ables; (b) effective coping abilities and (c) 
a variety of personal behaviors or habits. 
Interpersonal relations and environmental 
conditions were mentioned frequently 
enough to show that they were also con- 
sidered important. However, the relative 
frequencies suggest that respondents con- 
sidered motivational variables, coping abil- 
ities and personality traits considerably 
more important. In addition, it is of in- 
terest that men in particular stressed the 
importance of acquired knowledge and 
skills (operant abilities) as determinants of 
winning, and their lack as factors contribut- 
ing to losing. In general, the respondents 
appear to be saying that with a bit of good 
luck, a person has a good chance of win- 
ning if he has by some means acquired or 
developed characteristics of the following 
types: (a) the capacities and courage to 
make decisions, set goals, actively try and 
persist; (b) the ability to discriminate right 
from wrong, and differentiate effective from 
ineffective choices; (c) the ability to profit 


H. J. WAHLER 


from mistakes, constructively utilize growth 
opportunities, and the ability to learn and 
(d) positive, desirable, rewarding patterns 
of behavior, attitudes and expectations for 
himself and in regard to other people. 

Losing was a different matter. Losing 
was attributed to two conditions that are 
polar opposites: deficits and excesses. State- 
ments of one type pertained to a lack or a 
deficiency in any of the above types of 
assets, particularly those connoting motiva- 
tion and abilities, The other type of state- 
ments concerned excesses of negative, un- 
desirable, unrewarding behaviors, attitudes 
and expectations within the individual and 
in his relationships with other people. 
These included characteristics such as ex- 
cessive hate, egotism, arrogance, self-pity, 
suspiciousness, fear, greed, despair, ir- 
responsibility, indecision, procrastination, 
self indulgence, perfectionism and blaming 
others or self. 

To express the above trends quantita- 
tively, the winning statements representing 
sub categories were classified by four in- 
dependent judges as expressing: (a) a 
socially desirable attitude or (b) the lack of 
an undesirable characteristic. Losing state- 
ments were classed as expressing: (a) a 
socially undesirable attribute (with excess 
a typical implication) or (b) the lack of 
some desirable characteristic. Again a 
criterion of 75 per cent agreement among 
judges was used as a basis for accepting 
or rejecting the classification. Ninety-six 
per cent of the winning subcategory state- 
ments were classed as socially desirable at- 
tributes and only 4 per cent as the lack of 
undesirable characteristics. In contrast, 48 
per cent of the losing subcategories were 
classed as socially undesirable attributes and 
52 per cent were classed as lack of desirable 
characteristics. 

'The findings are consistent with the 
earlier citation that mental health is more 
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than the absence of mental illness. It is 
striking that when a group of predomi- 
nantly nonprofessional observers report 
what they consider to be important deter- 
minants of winning and losing, winning is 
seen as evolving from traits and abilities 
that as an aggregate amount to competence. 
On the other hand, losing is conceived as 
resulting from both deficiencies in com- 
petence and excesses of socially undesirable 
traits. This is precisely the point many of 
our leading theoreticians and social sci- 
entists have been stressing for over a 
decade. 2,47 That is, that human nature 
may be conceived as having two sides which 
are not merely opposite. One is the capacity 
for growth, enjoyment and effective coping 
while the other is a constellation of fear, 
hate, greed, guilt, etc. and a panorama of 
defenses that in their exacerbated form con- 
stitute mental illness. If, in fact, excesses of 
various deleterious behaviors, tendencies, 
etc. and deficiencies in areas of competence 
are the complex determinants of losing (and 
mental illness is certainly one of the most 
serious forms of losing), then the emphases 
of our theories and treatment programs 
need close scrutiny and possibly radical re- 
vamping. Major psychiatric theories have 
dealt almost exclusively with mental and 
social pathology. The therapeutic practices 
of the past and even recent developments 
in drug therapy, behavior modification, 
comprehensive mental health and hospital 
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treatment programs are directed largely 
toward symptom and pathology ameliora- 
tion. But the growth, or competence side, 
while given more attention recently, lan- 
guishes from the standpoint of the devel- 
opment of applicable theory and method- 
ology for implementing the acquisition of 
more effective coping abilities. While re- 
duction in acute symptomatology is often 
essential before subsequent growth can 
occur, accomplishing this no more assures 
the development of competence (or mental 
health) than plowing a field assures a crop. 
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Horace Stewart, Ph.D. 


Kindling of Hope in the Disadvantaged: 
A Study of the Afro-American Healer 


In an exploratory study of the healing activities of the Afro-American 
healer, eight healers and twenty-five clients were interviewed to ascer- 
tain the healer’s ability to restore the ailing to health. Evidence was 
gathered that indicated healers engaged in a wide range of activities— 
common illnesses, more serious illnesses, emotional problems, advice 
and guidance, and removing magical spells. The study was limited in 
that over half of the healers found would not allow an interview. 


Introduction 


The role of the healer in a cultural group 
is often central to the welfare of the group. 
It is to the healer that people take their 
troubles—in one form or another. The well- 
being of the group depends upon the heal- 
er's recognition of basic emotional problems 
arising from the stresses placed on the in- 
dividual by the particular cultural schema.? 
When, in one culture, the legitimate heal- 
ing authority is by-passed and another 
sought, it becomes important to seek the 
reasons for this behavior. In the United 
States, the recognized medical authority is 
the licensed physician. However, many 
people seek advice or help from others— 
and often pay more money and go to more 
trouble to visit these unorthodox agencies. 


Dr. Stewart is an associate professor in psychology 
at West Georgia College, Carrollton, Georgia 30117. 
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Recently Kiev? has studied this phe- 
nomena in the Mexican-American folk cul- 
ture. The Mexican-American seeks out a 
Curendero (a folk healer) for many com- 
plaints. The Curendero was found to be a 
sub-cultural gatekeeper who helped main- 
tain the status quo of the sub-culture, heal- 
ing special illnesses and re-integrating those 
who failed to integrate into the Anglo cul- 
ture. In the contemporary U. S. culture, 
many people seek unorthodox healing 
agencies rather than the licensed physician; 
ie, religious healers, chiropracters, Chris- 
tian Science practitioners, gypsy fortune 
tellers, patent medicines. $ It is very 
difficult to ascertain the number of people 
who by-pass the established physician, but it 
would seem to be a sizeable minority based 
on the reports by the American Medical 
Association of the money paid to “quacks” 
each year. 
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The Afro-American healer 


The unorthodox healers appear to focus 
primarily on the individual’s problems in 
living 9 and secondarily upon infection, dis- 
ease and organic dysfunction. Being aware 
of the particular sub-cultural stresses, they 
work on a more personal, and perhaps more 
profound, basis than their sub-cultural pa- 
tients find in the average physician’s office. 
The Afro-American healer may invoke 
magic and/or religious influence (a force 
that is often more palatable to the poorly 
educated, harassed person than the imper- 
sonal, antiseptic, medical science approach). 
However, these healers generally work in 
relative secrecy so there is little available 
information by which to measure their 
number or their influence. 

The present study seeks to explore the 
world of the Afro-American healer. The 
study is fraught with limitations: (1) These 
healers are relatively unknown to Cauca- 
sians; (2) Healers are fearful of exposure, 
ridicule, or close examination; (8) The 
study must rest largely upon data collected 
by interviewers; (4) The population of pa- 
tients sampled are the healer's successes; and 
(5) The sample is small, not representative, 
not random and biased in the direction of 
those healers and patients who would allow 
an interview. Therefore, this explorative, 
pilot study lends itself only to suggestive 
generalizations. 


Method 


The interviewing for this study was done 
by two undergraduate Negro students, a 
political science major and a sociology 
major. Both were young, male students 
native to Georgia. They were trained for 
the interview and to give the QT (Quick 
Test) to measure intelligence and admin- 
ister the IPAT 16 Personality Factors Test, 
Form E (IPAT). The writer was limited to 
five exploratory interviews. 
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The practitioners ranged in age from 51— 
94 years. The average age was 73.6 years. 
There were one male and seven females. 
Their formal education was limited to 7th 
grade and less, Most were barely literate. 
The clients ranged in age from 23-76 years. 
The average age was 51.04 years. There 
were four males and 21 females. The formal 
education was limited to elementary school 
or less (to 8th grade) for 17 Ss, while eight 
Ss had obtained an education from the 9- 
12th grades. 

The subjects for the study, both healers 
and patients, were sought by every means 
possible—word of mouth, questioning 
strangers, asking Negro students for leads. 
The patients, the healers, and the inter- 
viewers were paid. Every possible attempt 
was made to persuade the Ss of the con- 
fidentiality of the interview. No trickery or 
dishonesty was used at any time. 

The nature of the data precludes a 
formal statistical design. The written re- 
sults of the interview were analyzed to seek 
trends and generalizations. 


Results 


The general findings of practitioners’ an- 
swers will be presented first, then the data 
on the clients. The first three questions re- 
lated to the preparation for healing. The 
first question asked if there were any spe- 
cial training. Five of the healers reported 
that they had learned healing from a mem- 
ber of their family. The others had no 
special training. The second question dealt 
with the reasons for being a healer. There 
were three main themes, often given by the 
same person—called by God, it was a gift, 
and a desire to help people. The third ques- 
tion dealt with the time the healer had been 
in practice. The range was 34-75 years. 
The average age for beginning to practice 
healing was 19 years. 
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'The next section of the questionnaire 
dealt with treatment procedures. Pertain- 
ing to the question of diagnostic techniques 
was great diversity. One said she used an 
old folk medicine book (she was barely lit- 
erate). Some relied on random selections 
from the Bible. Others used observation 
based on experience. One “entered” into 
the client's spirit. The treatment tech- 
niques involved the use of herbs, “tea”, 
rituals, wearing special things (clothing, 


Both interviewers evidenced 
strong apprehension in inter- 


viewing certain healers to 
whom strong magical powers 
were attributed. 


strings, amulets), “medicines”, and reassur- 
ance. The third question relates to the 
types of illnesses treated. Although there 
were several specialists (as one who “talked” 
the fire out of burns) most healers did not 
place any limitations on the type of diffi- 
culties they treated. The rate of cure was 
unknown to half of the sample, and the 
other half estimated that from 80-100% of 
their clients were cured. The theory of ill- 
ness held by the healers seemed to fall into 
two general categories—not living accord- 
ing to God’s plan and falling under the in- 
fluence of a "spell". As to the fees charged, 
the healer only accepts donations, as one 
cannot charge for exercising a gift. Under 
the question of special characteristics noted, 
there were two general observations. First, 
the healers did not appear to be affluent or 
materially rich. And secondly, they were 
usually isolated either physically, as living 
off to themselves in the country, or they 
were in the poorest part of town in a run- 
down dwelling with neighbors afraid to 
interact with them. It was difficult for a 
Negro interviewer to go into a town and 
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gather information in regard to the where- 
abouts of a healer. Even the neighbors of 
healers knew little of the healer, and/or 
were afraid to divulge information. 

The second questionnaire was used to 
interview the clients of the healers. The 
first part of the interview dealt with the 
description of the illness and cure. The 
types of illnesses and problems covered a 
wide variety of common illnesses (dysen- 
tery, rheumatism, high blood, headaches, 
bursitis), some more serious illnesses (kid- 
ney problem, throat cancer, chronic debili- 
tation which hadn’t responded to hospitali- 
zation, hemophilia), emotional problems, 
advice and guidance, and removing magical 
spells. (The writer was unable to authenti- 
cate the illnesses through medical records.) 
The treatments reported by the clients in- 
cluded solutions to drink, rituals to follow 
for a prescribed time, religious readings, 
counseling, wearing garments, strings and 
charms, and various substances rubbed on 
the skin. The next question asked about 
the re-occurrence of the problem. Re- 
occurrence of the problem was reported by 
only three subjects and all three had been 
greatly relieved. The cost of treatment var- 
ried from $1.50 to $200.00. The fee was 
determined by donation. 

The second part of the client's interview 
dealt with the client’s contact with the 
healer. When asked why the services of 
a healer were sought, two general, related 
answers were found. First, someone (usu- 
ally a member of the family) had persuaded 
the client that a healer could help, and the 
second part was the belief that the physi- 
cian couldn’t, or hadn’t, helped with the 
complaint. A small minority sought relief 
from spells or needed personal guidance for 
which the services of a physician were in- 
appropriate. The next question asked if 
the client would return to a healer and 
only two of the twenty-five clients had 


MENTAL HYGIENE 


The Afro-American healer 


reservations about returning to the healer. 
The final question asked what the healer 
offered that the physician could not. Sev- 
eral answers were given to this question. 
Some believed that herbs were better than 
medicine. 'The healer seemed to be able 
to kindle more faith in the client through 
his more personal approach. They felt the 
healer knew more about the problems and 
circumstances in the life of the Negro. A 
few felt that there were things the healer 
could cure and other things that the physi- 
cian could handle, so that both were neces- 
sary. 


Discussion 


The writer interprets the findings of this 
study as giving further evidence of the role 
of emotional distress in the cause and cure 
of physical distress. These healers appeared 
to believe in what might be termed spiritual 
therapy; 7 


The application of spiritual knowledge 
in the treatment of all mental and physi- 
cal disorders, based upon the assumption 
that man is a spiritual being living in a 
spiritual universe: that in proportion to 
his acceptance of this idea, and in pro- 
portion to his success in demonstrating it, 
he may control the body and the material 
elements in harmony with a Divine plan 


(b. S-62). 
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ern techniques of medicine and psycho- 
therapy. 

There appear to be several principles 
involved in healing. First, in the primitive 
healing process, the afflicted person usu- 
ally takes an active part in effecting his 
cure. Personal involvement, often going to 
some trouble, is an important factor. Re- 
ports of carrying out rituals, wearing amu- 
lets, and sprinkling powders are fairly com- 
mon. A second factor which appeared was 
the special status of the healer. They were 
people steeped in mystery who often had 
a "gift". Clients were impressed by the 
apparent use of extrasensory perception. 
The healer's personal knowledge of the 
events of their lives, his reputation for find- 
ing lost articles and making predictions re- 
inforced this impression. In general, one 
finds that there is some deceit, opportunism, 
and reliance on suggestion. One is re- 
minded of Rose,f who confronted an Au- 
stralian aboriginal witchdoctor (clever-man) 
with his dishonesty and found a grinning 
man who agreed but also pointed out that 
it worked. 

The “feeling” for the belief in the Afro- 
American healer apparently runs very deep 
in the Georgia Negroes interviewed. Both 
undergraduate and graduate Negro students 
evidenced a "gut level" respect for the 
healers. A sophisticated Negro would often 


... only two of the twenty-five clients had reservations about 


returning to the healer. 


The Afro-American healer appears to 
have compounded a theory of disease based 
on Christian theology, voodoo, and a basic 
African heritage. Of particular interest is 
the fact that through the use of religion, in- 
junction, magic, amulets, “medicines”, and 
ritual, these patients experience’ emotional 
well-being and a return to health—people 
who are very difficult to heal with the mod- 
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deny any knowledge of healers or their ac- 
tivities but would express the desire not 
to become involved by helping the writer 
discover where healers could be found. 
Both of the Negro interviewers began their 
work with apparently little knowledge or 
overt belief, but came to have considerable 
respect for the healers as they became more 
involved. Both interviewers evidenced 
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strong apprehension in interviewing certain 
healers to whom strong magical powers were 
attributed. 

The studys most obvious limitation is 
the failure to really get an in-depth inter- 
view from the healers. They do not freely 
discuss their practices and would require 
long personal acquaintance and trust, pos- 
sibly with only certain people, to divulge 
the inner secrets. The present study ob- 
tained interviews from less than 50% of 
the healers found. No interviews were ob- 
tained from the practitioners of “black 
magic” (conjurers). Also, the original plan 
of research called for an estimate of intelli- 
gence and personality evaluation. As the 
study progressed, it became apparent that 
this population was not validly responding 
to the measures, and that the interview time 
would be more fruitfully spent in dialogue. 
Further studies should attempt to gain the 
confidence of the healers for a more in-depth 
interview. 


HORACE STEWART 
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Conceptions of Mental Illness 


by Patients and Normals 


Mental patients’ conceptions of the causes of their illness were re- 
corded and compared to data from five other investigations dealing 
with public attitudes toward the etiology of mental disorders. The re- 
sults indicated that both patients and normals saw environmental prob- 
lems and personality or emotional disorders as the main causes of 
mental illness. However, while normal persons emphasized hereditary 
and organic factors to a greater degree, patients cited interpersonal and 
behavioral difficulties more frequently. Patients’ ideas of etiological 
factors seem to be drawn from those prevailing in the larger culture, 
but the personal experience of mental illness causes patients to modify 
their perceptions in terms of the relative importance of each category. 


Sociologists and psychiatrists have tended 
to view mental illness from different per- 
spectives. The psychiatric definition of ill- 
ness, for example, assumes the existence of 
psychopathology of one kind or another. 
The ill person may have gross mental de- 
terioration, disturbances in thought or 
mood, a personality defect, or a disorder of 
character, together with symptoms such as 
hallucinations, delusions, depressive states, 
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uncontrollable urges, or socially undesirable 
actions! From a sociological viewpoint, on 
the other hand, mental illness is a label at- 
tached to persons who engage in certain 
types of deviant activities. The symptoms 
and abnormal behavior characteristic of the 
mentally ill are believed to be more the con- 
formity to a set of role expectations than the 
result of some specific psychopathology.5 
These two perspectives offer us a frame- 
work within which we can view patients’ 
and normals’ attitudes toward the causes of 
mental disorder. Patients and normals 
might be expected to espouse similar opin- 
ions if one adopts a sociological frame of 
reference. Both groups received their basic 
socialization in the same cultural milieu. 
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The fact that certain individuals become 
hospitalized for a mental disorder at some 
time during their lives does not mean they 
have surrendered all the cultural beliefs 
they acquired during socialization. Con- 
versely, from a psychiatric point of view, 
patients’ attitudes might differ from nor- 
mals’ due to their inability to relate and 
communicate effectively with others or be- 
cause they may have idiosyncratic ideas as 
a result of their illness and impaired think- 


ing. 


The public is more inclined than 
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The first such investigation was con- 
ducted by Ramsey and Seipp.14 They were 
concerned with causative factors which the 
public associated with mental illness, as 
well as opinions and attitudes on other 
problems, and interviewed a representative 
sample of 345 persons in Trenton, New Jer- 
sey. At the National Opinion Research 
Center at the University of Chicago, Star 17 
conducted a national survey of attitudes to- 
ward mental health and interviewed over 
3500 adults. One question on her schedule 


patients to regard mental ill- 


ness as a quality "deeply ingrained" in the person... . 


The purpose of this paper is to evaluate 
patients’ and normals’ attitudes toward the 
causes of mental illness within the context 
of these two perspectives, the sociological 
versus the psychiatric, in order to deter- 
mine whether these two groups essentially 
share similar views or differ substantially 
in their conceptualizations. Direct com- 
parisons between data from a patient sam- 
ple and data from normal populations were 
therefore necessary. To accomplish this 
end, hospitalized mental patients in our in- 
vestigation were given an open-ended ques- 
tion on what they felt were the main causes 
of their illness. Our review of the litera- 
ture concerning public conceptions of the 
causes of mental illness revealed five inves- 
tigations which used a “free response” 
technique and presented data which may 
be compared with our own.* 


* Many of the research reports in the social Psy- 
chiatric literature which deal with public attitudes 
present data which, for one reason or another, can- 
not be compared with our own. Instead of using a 
strictly open-ended question on etiology, Wood- 
ward; for example, obtained structured responses 
to a variety of questions, while Freeman 10 con- 
structed scales to measure attitudes toward mental 
illness. Other studies by Rose 15 and Downey $ em- 
ployed a “check-list” of etiological factors. 


was an open-ended one that dealt with eti- 
ology. Steneck 18 reported on a survey of 
public opinions concerning mental health 
in the city of St. Louis and used a represen- 
tative sample of 240 residents. In western 
Canada the Cummings ? conducted a con- 
trolled experiment in mental health de- 
signed to change popular attitudes. The 
main concern of this project was not the eti- 
ology of mental disorders, but one of the 
questions asked of the 540 respondents was 
an open-ended one dealing with etiology. 
Korkes !* reported on a survey of opinions 
and attitudes about mental illness among 
405 physicians practicing in New Jersey. 
Doctors who specialized in the care or treat- 
ment of mental disorders were excluded 
from the sample. 


Methodology 


The Patient Sample. The data for this 
paper were gathered at Camarillo State Hos- 
pital, Camarillo, California. The staff on 
each ward was asked to select all patients 
whom they felt were in “good contact” and 
the final sample consisted of 517 adult psy- 
chiatric patients. Most patients completed 
a questionnaire dealing with their attitudes 
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toward the etiology of their illness, Pa- 
tients who were unable to read or write well 
because of educational or physical handi- 
caps were interviewed directly. Those 
whose answers were clearly delusional or 
patients that were too disturbed to be inter- 
viewed were not a part of our investigation. 
The diagnostic breakdown was such that 
64.4% were suffering from schizophrenic 
psychosis, 7.4% had other psychoses, 8.3% 
had acute or chronic brain syndromes, 8.9% 
had sociopathic personality disorders, and 
11.0% were psychoneurotic or had a non- 
sociopathic personality disorder. The sam- 
ple contained an approximately equal num- 
ber of male and female patients and there 
was a uniform age distribution; 54.2% of 
the patients were hospitalized for less than 
three months, 23.4% were in the hospital 
between three months and two years, and 
22.4%, for longer than two years. 

Categories of Etiological Factors. The 
open-ended question on etiology required 
patients to write in what they felt to be 
the three or four main causes of their men- 
tal illness. They also had to explain why 
they felt these factors were the causes of 
their illness. About one-fifth of our sample 
said that they were not mentally ill or that 
they did not know what the causes of their 
illness were, while the remainder listed one 
or more etiological factors. Patients’ re- 
sponses were coded according to their con- 
tent and were not dependent upon the 
quality or quantity of their explanations. 
After examining the responses, ten major 
categories of etiological factors were de- 
vised, each one representing a number of 
minor categories. 

Uncodable responses consisted of blank 


- and unreadable answers; patients who had 


no idea what caused their illness, who 
claimed they were not mentally ill, and 
those who simply refused to answer were 
placed in this category. Economic Problems 
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referred to poverty and material depriva- 
tions, and various occupational problems. 
Social Problems involved a number of dif- 
ferent items dealing with patients’ environ- 
mental circumstances and behavioral prob- 
lems, such as loneliness, antisocial behavior, 
and social stigmas. The category Personal 
Problems was used for a wide variety of 
difficulties patients were having which were 
of a personal or psychological nature. Some 
problems were in relation to the individual 
(personal inadequacies and character flaws) 
while others dealt with difficulties with 
other people. Sex problems also figured 
prominently under this general heading. 

Many patients were categorized under 
Emotional Symptoms because they listed 
subjective feelings (worries, fears, etc.) and 
psychiatric symptoms such as depression or 
anxiety as causes of their mental illness, 
Patients who talked about emotions or 
symptoms in terms of social or personal 
problems were placed in these latter 
groups. Family Problems, of course, con- 
sisted of responses concerning family rela- 
tionships and difficulties. Somatic Disorders 
dealt with such items as epilepsy, mental 
illness in family, menopause, overwork, and 
other physical ailments. Patients who im- 
plied that a certain factor was a great shock 
to them, such as divorce or separation and 
the death of a loved one, were grouped un- 
der Traumatic Events. Religious Problems 
comprised answers such as too much re- 
ligious training, lack of religious orienta- 
tion, and religious conflict in family. The 
category Drugs and Alcohol was used for 
patients who felt that the excessive use of 
these addictives was in some way connected 
to their illness. 

Techniques for Comparisons. Our data 
from a patient sample were compared sep- 
arately to public attitudes from each of the 
five investigations cited earlier. The rank 
orders of each comparison were examined 
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and the standard measure, Spearman's rank 
order correlation coefficient (rho), was cal- 
culated for the five empirical tests. How- 
ever, before these tests could be conducted 
certain methodological steps had to be 
taken. It was necessary to restructure our 
categories of etiological factors to coincide 
with the general categories developed by 
the other investigators. In doing so great 
care was taken to match our categories as 
closely as possible to the other groups with 
regard to their specific content. We care- 
fully made note of the examples presented 
and explanations given by the five investi- 
gators and all of our major and minor cate- 
gories were restructured to one group or 
another developed in the other studies. 
Also, the frequencies presented by the five 
other investigators had to be "adjusted", 
ie. increased or decreased a proportionate 
amount so that the frequency totals in each 
comparison were exactly the same. This 
was necessary because the rate of response, 
the frequency total divided by the sample 
size, of our study and the others differed. 


Results and Interpretations 


In two cases out of five!* 1$ the com- 
parative tests yielded statistically significant 
rank order correlation coefficients. Com- 
parisons with Star, the Cummings, and 
Korkes, however, did not produce signifi- 
cant correlations. Table 1 is one such exam- 
ple of these tests. 
—————— 
The comparison with Steneck's 
data revealed that normals 
mainly relate illness to environ- 
mental problems and organic dis- 
orders, unlike patients who es- 
sentially envision interpersonal 
or behavioral difficulties as well 
as emotional or personality dis- 
orders. 


WEINSTEIN AND BRILL 


TABLE 1 


Comparison of Ramsey and Seipp’s 
Data with the Patient Sample 


Ramsey Patient 
& Sam- 
Causes of Mental Illness — Seipp Rank ple Rank 
Emotional difficulties * 449 1 170 3 
Environmental factors? 188 2 855 1 
Behavioral difficulties * 1238115 1959 "72 
Physical difficulties ¢ 188 4 134 4 
Heredity Bros 5 e 
No reason 31 7 68 5 
Don't know 38 6 44 6 


tho=.750 p<.05 


“Worries, fears, depressions, feelings of frustration, 
traumatic shocks, and general stress, 

» Family discord, physical deprivations, economic prob- 
lems, and general environmental difficulties. 

* Alcoholism, interpersonal problems, poor personality 
characteristics, and sexual problems. 

* Diseases, illnesses, physiological problems, and organic 
damages. 


The data as a whole suggest that patients 
do not conceptualize mental illness in the 
same way as do normals, despite the fact 
that two comparisons out of five produced 
empirical evidence to the contrary. Sub- 
stantial differences occurred in the fre- 
quency of category use in all five compara- 
tive tests. In Table l it can be seen that 
the patient sample overuses environmental 
factors and behavioral difficulties while the 
general public thinks primarily in terms of 
emotional difficulties. Star's national sam- 
ple of normal adults views physical factors 
and environmental problems as the main 
causes of mental illness, as opposed to pa- 
tients who recall environmental problems 
and personality defects most often. The 
comparison with Steneck's data revealed 
that normals mainly relate illness to 
environmental problems and organic dis- 
orders, unlike patients who essentially en- 
vision interpersonal or behavioral difficul- 
ties as well as emotional or personality 
disorders. Normal persons interviewed by 
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the Cummings believed mental illness is 
caused by personality and organic dis- 
orders most frequently while hospitalized 
patients primarily stressed interpersonal 
and personality problems. "The comparison 
with Korkes' data is difficult to assess be- 
cause category criteria were not presented 
in her article but it appears that our pa- 
tient sample saw emotional maladjustment 
and social stress (or environmental prob- 
lems) as the two major causes of mental dis- 
order as compared to the normal group 
which emphasized this latter category only. 

'The results of this investigation may be 
interpreted from both a quantitative and 
qualitative perspective. The empirical 
tests conducted yielded quantitative data 
supporting the psychiatric position that pa- 
tients and normals largely hold dissimilar 
views of mental illness. The degree to which 
different explanations for mental disorder 
were used in each of the five comparisons 
varied considerably. However, a qualita- 
tive analysis of the data revealed that the 
kinds of reasons patients presented for 
mental illness were actually quite similar 
to those given by the general public. These 
similarities suggest that each popular ex- 
planation given as a cause of mental dis- 
order has exercised some influence on pa- 
tients’ views and tend to support the 
sociological position. 

It is possible that the time differential be- 
tween our material collected in the late 
1960s and data from the five other inves- 
tigations was in part responsible for the 
observed quantitative differences. The in- 
vestigations with which we made compari- 
sons were mainly conducted during the 
early 1950s and may reflect somewhat out- 
dated etiological views among normal per- 
sons. Such a possibility was suggested by 
two recent studies of mental illness from the 
standpoint of symptoms rather than causes, 
one of an urban population by Dohren- 
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wend and Chin-Shong? and the other of 
rural areas by Bentz, et al? Both of these 
studies indicated that public perceptions of 
mental illness changed in recent years. 

The lack of a strong empirical relation- 
ship between patients and normals in their 
conceptualizations of mental illness was due 
to certain differences in the types of cate- 
gories employed by the two groups. In each 
of five comparative tests substantial differ- 
ences in the frequency of category use were 
noted, although in some cases both patients 
and normals visualized the same factor as 
one of the two most important causes of 
mental illness. For example, Star's na- 
tional sample of adults and our patient 
group both saw environmental problems as 
a principal determinant of mental disorder, 
while the comparison with the Gummings’ 
data disclosed that their Canadian saniple 
and our state hospital patients both pri-. 
marily cited personality and emotional 
problems. Considering the five investiga- 
tions of public attitudes as a whole, it ap- 
pears that hereditary and organic factors, 
environmental problems, and personality or 
emotional disorders are the causes normals 
most often ascribe to mental disorder. Our 
sample of mental patients, on the other 
hand, mainly stressed environmental prob- 
lems, personality or emotional disorders, 
and interpersonal and behavioral difficul- 
ties. 

"These findings are supported quite well 
in the literature. Jones, et al? found that 
patients conceive of mental illness largely 
as a result of their past experiences with 
other people and reject the notion that ill- 
ness had little to do with emotions or feel- 
ings. Patients also denied the hereditary 
basis of mental illness and felt they had a 
"nervous condition" rather than anything 
wrong with their minds. Normals, in re- 
sponding to check-lists of etiological factors, 
tended to emphasize the same items as those 
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obtained from studies utilizing open-ended 
questions, Branch; for example, reported 
that persons throughout the state of Utah 
believed mental illness was mainly caused 
by heredity, venereal disease, family trou- 
bles, and a poor home environment. A 
study in France conducted by Voillaume 2° 
revealed that the public associated heredity, 
emotional shocks, material deprivations, 
and various biological disorders with mental 
illness most often. Other investigations by 
Rose and Downey cited earlier, disclosed 
similar finding. 


———— 
Patients may start with popular 
conceptions of the causes of men- 
fal disorders, but their institu- 
tional experiences may lead to 
new perspectives. 


The public is more inclined than pa- 
tients to regard mental illness as a quality 
"deeply ingrained” in the person, a conse- 
quence of some inborn predisposition or 
other organic abnormality, and less likely 
to relate illness to psychological stress, a 
point of view with which Szasz 19 as well as 
many others have been in serious disagree- 
ment. Hospitalized mental patients, on 
the other hand, tend to look upon their ill- 
ness as something which merely “happened” 
to them due to their environmental and 
personal experiences or the result of “ner- 
vousness” (which they regard as a cause 
rather than a symptom). It is not surpris- 
ing that our sample of patients emphasized 
interpersonal and behavioral problems as 
the main causes of their mental illness since 
these difficulties were likely to have initiated 
their hospitalization, as has been pointed 
out by Clinard,* Erikson,5 and Scheff.e 


Conclusions 


The most important findings of this in- 
vestigation may be summarized as follows: 
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1. Comparisons of a patient sample with five in- 
dependent samples of normal persons regarding 
attitudes toward the etiology of mental disorders 
revealed a rather consistent pattern of differences. 
This consistency, in light of the widely different 
character of the five normal samples, leads us to 
conclude that patients and normals largely con- 
ceptualize mental illness in different terms. 


2. Despite an overall difference in perception, 
both patients and normals assigned major im- 
portance to environmental problems and personality 
and emotional disorders as causes of mental illness. 


3. The most striking difference between normal 
persons and the mentally ill lay in the degree to 
which hereditary and organic factors were believed 
to be responsible for mental disorder. Normal sam- 
ples placed considerable weight on these causes 
while the patient sample thought them to be of 
little consequence. 


4. Patients and normals also differed in the im- 
portance placed on interpersonal and behavioral 
difficulties. Patients visualized these problems as 
prime causes of their mental illness while normal 
persons did not assign too much weight to them. 


The evidence presented in this paper 
leads us to conclude that neither the socio- 
logical nor the psychiatric perspective of 
mental illness is wholly tenable as a model 
from which to interpret patients' and nor- 
mals' perceptions of etiology. A quantita- 
tive analysis indicated that differences exist 
between patients and normals in the degree 
to which they embrace causative factors. On 
the other hand, a qualitative analysis of 
our data revealed that the kinds of reasons 
patients gave as the causes of their illness 
were quite similar to those given by the 
general public. Patients make use of popu- 
lar categories to explain mental illness but 
not in the same manner as normal persons. 

The results suggest very strongly that 
both the sociological and psychiatric per- 
spectives are applicable since both similari- 
ties and differences between patients and 
normals were observed in this investigation. 
Patients’ initial conceptualizations of eti- 
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ology appear to be drawn from those pre- 
vailing in the larger culture. This is evi- 
denced by both patients and normals citing 
environmental problems and personality or 
emotional disorders as major causes of men- 
tal illness. However the personal experience 
of mental illness may induce patients to 
modify their perceptions in terms of the 
relative importance of each causal factor. 
This is supported by patients recalling in- 
terpersonal and behavioral problems more 
frequently than hereditary and organic 
factors. 

Patients may differ in their conceptualiza- 
tions of etiology from the general public 
for a number of reasons. The most impor- 
tant reason might be the fact that they have 
been institutionalized. Patients may start 
with popular conceptions of the causes of 
mental disorders, but their institutional ex- 
periences may lead to new perspectives. 
Goffman's!! notion of the “moral career" 
of the mental patient, whereby the process 
of hospitalization leads to a transformation 
of identity, is in line with this interpreta- 
tion. Also, interpersonal and behavioral 
problems may be mentioned spontaneously 
by patients more often than hereditary and 
organic factors because these difficulties are 
usually a part of their recent history, their 
experiences prior to hospitalization, and 
they are often encouraged to discuss these 
problems by psychiatrists in the course of 
their treatment. Normal individuals may 
not experience interpersonal and behavioral 
problems as often as mental patients and 
therefore are likely to emphasize them less. 
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Carpeting the Ward: An Exploratory Study 
in Environmental Psychiatry 


Tn recent years an increasing amount of attention has been directed 
toward the consequences of the physical environment of the psychiatric 
ward for the attainment of psycho-therapeutic goals. However, to date, 
little progress has been made in delineating the social process variables 
involved in this interrelationship and in developing adequate tech- 
niques of measurement. 

This paper describes an exploratory study aimed at helping the in- 
vestigators to develop such basic theoretical and methodological ap- 
proaches to this area. The study is concerned with the social processes 
associated with the introduction of carpeting to chronic wards at two 
state hospitals. Two classes of social variables appeared relevant to 
the differential success of the carpets in the two settings: (1) what we 
might call “definitions of the situation” and (2) social organizational 
variables. 


A search of the literature reveals that 
there have been few attempts at systematic 
conceptualization of the social processes 
involved in the presumed interlocking re- 
lationships between the physical environ- 
ment of the psychiatric ward and psychiat- 
ric status of the patients. Secondly, little 
effort has been made in the development 
of techniques for the controlled examina- 
tion of this interrelationship. 


The present paper reports an exploratory 
study concerned with a rather mundane 
subject—the carpeting of the psychiatric 
ward—focussing on social processes in- 
volved in the introduction and reception 
of the carpets and the consequences for 
patient care. 


Dr. Cheek is Chief of the Experimental Sociology 
Section of the Bureau of Research in Neurology 


and Psychiatry of the New Jersey Neuro-Psychiatric 
Institute at Princeton, Box 1000, Princeton 08540. 
Dr. Maxwell and Mr. Weisman are both Research 
Scientists in the Sociology Section. 
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An interesting attempt at conceptualiza- 
tion of the social processes involved has 
been made by Osmond and Izumi’ who 
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*A hospital for the insane should 
have a cheerful and comfortable ap- 
pearance, everything repulsive and 
prison-like should be carefully 
avoided. No one can tell how im- 
portant this may prove in the treat- 
ment of patients nor what good effects 


may result from first impressions thus 
made upon an invalid on reaching a 
hospital. Nor is the influence of these 


things on the friends and relatives of 
patients unimportant.” *—Thomas C. 
Kirkbride. 


have developed the notions of sociofugal 
(social interaction discouraging) and socio- 
petal (social interaction facilitating) space 
and have designed a psychiatric building— 
the sociopetal building—in which the 
spatial layout is specially arranged in order 
to facilitate therapeutic social interaction 
patterns for patients at appropriate phases 
in the course of their illness. 

To date the only reported controlled 
empirical studies have been conducted by 
Sommer and his colleagues,9-1? who have 
found, for example, that ward design and 
furniture arrangement significantly affect 
the amount and kind of social interaction 
in the ward setting. However, several 
projects in the area of psychiatric architec- 
ture are now being developed. An archi- 
tectural research laboratory has been con- 
structed at Topeka State Hospital and is 
being used for a series of studies? In 
Utah, Taylor and Branch are beginning 
research in the design of community men- 
tal health centers. 

The choice of “carpeting the ward" as 
a subject for study appeared to be a stra- 
tegic move for several reasons. 

With the increased interest in the physi- 
cal environment of our state hospital wards 
have come the technological advances that 
make it possible to use fire-proof fabrics 
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for drapes and furniture coverings and in 
the construction of commercial carpets, 
Consequently, many hospitals have begun ` 
to experiment with the use of carpets.? 

We were aware of two different hospitals 
that had tried carpeting on chronic pa- 
tients’ wards, with, according to rumor, un- 
favorable reactions from the staff at one 
hospital and favorable reaction from the 
staff at the other. We chose to investigate 
the social process variables involved in the 
relationship between physical environment 
of the psychiatric ward and patient psy- 
chiatric status. 

This area we have entitled environmen- 
tal psychiatry, as at once broader in impli- 
cation and more specific to psychiatry than 
the term socio-architecture which has been 
used to describe the more general area. 


Method of Procedure 
Setting 


The two psychiatric units selected for 
study were located at state mental institu- 
tions of approximately the same patient 
population (1200 persons) Each of these 
units constituted the first and only patient 
buildings into which carpets had been in- 
troduced by their respective hospital ad- 
ministrations. 


Unit A 


Unit A was a continued treatment unit 
for chronic (mostly geriatric) patients. The 
unit was housed in an older one-story 
building in which male and female pa- 
tients were segregated into east and west 
wings respectively with no areas of mutual 
access between the sexes. Both wings were 
maintained as locked wards. 

A total of 20 psychiatric attendants, 
nurses, and physical therapists were as- 
signed to the women's wing, and 28 to 
the men's wing. In addition, 2 physicians, 
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one working full time, the other half time, 
and a social worker were responsible for 
both wings of the unit. 

At the time of the study there were 101 
patients on the ward, though the capacity 
was 180. Fifty were male, 51 female, rang- 
ing in age from 22 through 80, with a 
median age of 55-60. The diagnoses in- 
cluded chronic schizophrenia, chronic brain 
syndrome, mental deficiency and others. 

The carpets were installed in November, 
1967 in the lobbies, corridors and dayrooms 
of both wings of the building. Ozite, an 
inexpensive felt-type carpet was used, Gal- 
leon Gold in the men's wing, Alice Blue 
in the women's wing. Other renovations 
were also implemented at this time such 
as the addition of new furniture, draperies 
and overall repainting. 


Unit B 


Unit B was newly constructed a few 
years ago as an Acute Treatment Unit for 
geriatric patients. It was anticipated that 
patients would enter this unit from the 
community or from other areas of the hos- 
pital where their condition warranted and 
would remain under intensive care for a 
period of three months maximum after 
which they would, if not by then released 
to the community, be transferred to other 
areas of the hospital if they had not shown 
marked improvement. 

The building contained an upper and 
a lower level, both of which were main- 
tained as open wards during the day. In 
the upper level the patient population con- 
sisted exclusively of females, whereas in 
the lower level the sexes were mixed. Males 
and females were allowed full access to 
facilities on both levels of the building. 

The staff consisted of 18 psychiatric at- 
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tendants, 3 licensed practical nurses, 2 
registered nurses, 1 physician, 1 social 
worker, and 1 ward clerk, working three 
shifts. 

At the time of the carpet study there 
were 110 patients in the building, 22 male, 
88 female, ranging in age from 48 through 
92, with a median age of 55-60. Most of 
the patients were diagnosed C.B.S., senile 
psychoses, and chronic schizophrenia. 

In January, 1966 the building was opened 
with the carpets already installed in the 
lobbies, corridors and dayrooms. The 
carpet was of woven acrylic fibers. A 
blue tweed was used in the.lobby of the 
upper floor only. The rest of the ward and 
the one downstairs were carpeted in beige 
tweed, 


The Research Team and Schedule of 
Activities 


The research team consisted of two so- 
ciologists and an anthropologist. The re- 
search strategy adopted was to obtain a 
comprehensive sampling of information 
and opinions on the carpets as rapidly as 
possible before discussions by subjects gen- 
erated any substantial changes in perspec- 
tives. Two visits to each unit were made 
over a period of two months. The inves- 
tigators filled in Unit Description Sheets 
and administered focussed interviews to ad- 
ministrative personnel, ward staff, and pa- 
tients, as well as questionnaires to ward 
staff on (16 on Unit A, 6 on Unit B), 


Instruments 


1. Unit Description Sheets: A—1 per 
ward; B—1 per level. 
Description sheets were prepared to de- 


For the administration, the carpeting of Unit A was a qualified 
success, but for the staff it was a qualified failure. 
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The administrative officer told 
us that a second reason was that 
"We were doing something for 
staff on other wards and wanted 
fo do something for this group to 
raise morale." 


scribe each ward of each unit in terms of 
type of treatment given, number of pa- 
tients on the ward, sex, age range and diag- 
noses of patients, which rooms were car- 
peted, the color, texture and pattern of 
the carpets and the condition and attrac- 
tiveness of the walls, furniture, and carpets. 

2. Focussed Interviews 

The focussed interview schedule for ad- 
ministrative personnel, ward staff, and pa- 
tients solicited the following information: 

A. Administrative Personnel: A—2; 
B—3. 

The interview schedules for administra- 
tive personnel included questions regard- 
ing the circumstances surrounding the 
original decision to install carpets, the 
planning process that followed, the instal- 
lation, subsequent attempts by administra- 
tion to survey staff and patient reactions 
to the carpets, and the problems reported. 

B. Ward Staff: A—6; B—3. 

The schedules for ward staff focussed on 
the staff's prior knowledge of the adminis- 
tration’s intention to carpet the ward and 
the staff's initial and later reactions to the 
presence of the carpet. The questionnaire 
also elicited information about any changes 
in staff or patient behavior following car- 
peting. The material in the interviews 
was also put in the form of a fixed-choice 
questionnaire to provide more definite and 
quantifiable responses. 

C. Patients: A—4; B—5. 

Patients were questioned regarding their 
pattern of hospitalization, their responses 
to the carpet and their general evaluation 
of it. 
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All interviews were tape-recorded, tran- 
scribed and subjected to content analysis, 
Frequency counts of questionnaire items 
were made. 


Results 
1. Unit A 


A. Context in which the idea of carpet- 
ing Unit A originated 


At Unit A, carpeting took place during 
a period when the hospital was undergoing 
a process of rapid change: it was being 
decentralized and a greater effort was being 
made to return patients to the community. 
Renoyations were seen as part of a total 
push program designed to improve staff 
and patient morale and to facilitate the 
return of patients to their homes. 

The possibility of installing carpets was 
first raised by the medical director of the 
hospital, informally discussed among indi- 
viduals, and then brought up at the execu- 
tive committee meeting, which all the de- 
partment heads attended. 


B. The decision 


At this meeting, questions were asked 
by some of the administrative staff mem- 
bers concerning problems of carpet main- 
tenance, cleaning, and fire hazard. How- 
ever, the medical director explained that 
special types of easily cleaned, fire-resistant, 
heavy duty carpets were available, designed 
specifically for use in public areas. 

It was decided that the first unit to be 
carpeted should be Unit A. The main 
reason given for this choice by the admin- 
istrative officer was that, as chronic patients 
tended to be somewhat more untidy and 
incontinent than most other types of pa- 
tients, it was felt that “if the carpets 
‘worked’ in the chronic ward, they would 
work almost anywhere else.” This would 
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thus present a good test case. "The admin- 
istrative officer told us that a second reason 
was that "We were doing something for 
staff on other wards and wanted to do 
something for this group to raise morale." 


C. Implementation 


The business manager of the hospital was 
responsible for the actual selection, pur- 
chase, and installation of the carpeting. 
However, planning for the carpets was 
carried out during a busy and trying period 
for the employees. Personnel were restruc- 
turing their routines to accommodate the 
process of decentralization. 

After consultation with hospital volun- 
teers and vendors, the business manager 
chose an inexpensive felt-type carpet. The 
purchase itself was handled in the usual 
manner; a detailed application was sub- 
mitted to the State Bureau of Purchase 
and bids were sent out. 


D. Installation 


No major problems were encountered 
during the installation, but the routine of 
ward life was somewhat disrupted. As the 
carpeting was being installed in each area 
of the unit, patients and staff were deprived 
of access to that area. The total period 
of installation and disruption was about 
two weeks. When installation was com- 
pleted, patients were no longer permitted 
to smoke in some of the carpeted areas. In 
addition, patients were urged by the ward 
staff to pay more attention to cleanliness 
and to make proper use of the bathroom 
facilities. 

Maintenance was initially problematic. 
The type of carpet installed in Unit A 
required heavy duty vacuums and a rug 
shampoo machine. The special equipment 
had to be purchased through separate bids, 
so that the cleaning equipment was de- 
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livered two months after the installation. 
For these first two months, then, the ward 
staff were compelled to maintain cleanli- 
ness with inadequate equipment. This 
delay was especially unfortunate in Unit 
A because stains tend to diffuse through 
the fibers of a non-woven carpet and be- 
cause the stains caused by excretia "set" 
in a few hours if not properly treated. 
Thus, when the equipment finally arrived, 
some of the stains could no longer be re- 
moved. Furthermore, it quickly became 
clear to the maintenance man of Unit A 
that cleaning the carpet was a longer proc- 
ess than cleaning terrazzo floors had been. 
The cleaning equipment broke down fre- 
quently, complicating the situation further, 


E. Reactions 


1. Administration 

The ward staff had not been consulted 
before the carpets were purchased. Al- 
though agreeing that the appearance of 
the ward was improved, and acknowledg- 
ing that carpets were more comfortable 
than tile floors, the ward staff expressed 
considerable doubts about the carpeting. 
These doubts were essentially the same as 
those raised by the executive committee. 
The problem of maintenance was of par- 
ticular concern to the ward staff. 

At the time of our first interview we 
found the administration imperfectly aware 
of the feelings of the ward staff and con- 
sidering the installation of carpets in the 
chronic geriatric ward as, on the whole, 
successful. They were cognizant of some 
initial positive responses from patients and 
from visitors, and although they knew the 
ward staff “had a lot of reservations," once 
the carpet was installed they thought that 
"the staff was pleased with what they got 
when they got the carpeting.” 

The hospital administration is now ex- 
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ploring the possibility of carpeting other 
wards, particularly Psychiatry and Chronic 
Diseases. Having learned from their previ- 
ous experience in Unit A, they now plan 
to have proper cleaning equipment avail- 
able at the time of installation. However, 
it is likely that the same type of non-woven 
absorbent carpet will be used in the future, 
even though, as will appear later, more 
suitable types are available at comparable 
prices, 

2. Staff 

All of the staff members questioned had 
been on duty in the ward when the carpets 
were installed. All but one of them re- 
call thinking that the carpet would be a 
bad idea with the types of patients in 
Unit A. In addition, some of the higher 
staff members expressed feelings that, in 
terms of financing, priorities should have 
been given to consumable supplies, such 
as toothpaste or toilet paper, which were 
frequently difficult to obtain. 

After installation, the staff agreed that 
safety had been improved and that, in a 
general way, the appearance of Unit A was 
improved. But, with the continued delay 
in the delivery of cleaning equipment, 
their initial suspicions about the difficulty 
of maintenance were confirmed. The ma- 
jority of respondents experienced a change 
in their feelings about the carpet over 
time. As one staff member put it, “We 
hated it more.” 

The difference between administration 
and staff in attitudes toward the carpeting 
of Unit A may perhaps be summed up by 
saying that, for the administration, the 
carpeting of Unit A was a qualified suc- 
cess, but for the staff it was a qualified 
failure. 

3. Patients 

Most of the patients interviewed liked 
the carpet immediately. It made the unit 
seem more attractive, more like a home, 
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and walking was far more comfortable since 
the carpet was resilient and warmer than 
the tile had been. Some of the less im- 
paired patients, however, were critical of 
the color because it did not adequately 


—<—_—_ 
The medical director of the hos- 
pital felt that people in uncar- 
peted buildings probably had a 
certain amount of envy of people 
in carpeted buildings. 


mask dirt and stains. One of the changes 
following the carpeting, noticed by staff 
members and by some of the patients, was 
that while the female patients seemed al- 
most as untidy as they had been before, 
some of the men responded to the carpets 
with greater efforts to be neat. "They were 
less likely to be incontinent on the carpet 
than on terrazzo. The staff had developed 
various hypotheses to explain this differ- 
ential reaction. However, the files of the 
unit revealed that 80% of the females were 
long-term patients (admitted eight or more 
years ago) whereas only 44% of the men 
were long-term, so that the men were likely 
to be less impaired, less “institutionalized,” 
or both. 


2. Unit B À 

A. Context in which the idea of carpet- 
ing Unit B originated 

Unit B, the first building in the hospital 
designed exclusively for geriatric patients, 
was opened at a time when a program of 
new construction was being completed, so 
that, as in Unit A, the carpeting was not 
an isolated innovation. 

The architect had brought up the possi- 
bility of carpets in the course of discussions 
held in concert with the construction en- 
gineer and the business manager about the 
design of the building. It was thought 
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that carpets would be particularly valuable 
with geriatric patients because there was 
less danger of slipping, or less likelihood 
of injury in case of falls. It was also felt 
that there was a further advantage in 
carpeting Unit B since it was an intensive 
treatment unit, with residencies limited to 
three months. The patients were not likely 
to be so debilitated as to be especially in- 
continent or insensitive to hygiene and 
cleanliness. As at Unit A, the administra- 
tive officials felt that an improvement in 
the milieu of the patient was likely to 
affect the course of his disorder in a posi- 
tive way, or, at least, not interfere with his 
treatment program. 


B. The Decision 


After reading about carpets and visiting 
other carpeted institutions, it seemed clear 
to the administrators that carpeting was 
suitable for psychiatric wards. The idea 
was then discussed with other higher staff 
members, including the director of nurs- 
ing, and with the head housekeeper, who 
would be responsible for maintaining the 


carpet. 


C. Implementation 


In Unit B, the actual decision regarding 
the particular carpet to be purchased was 
the responsibility of the business manager. 
The carpet finally decided upon was a 
machine-tufted one, constructed of acrylic 
fibers, with an integral rubber matting, 
comparable in price to the carpet used at 
Unit A but probably superior in resiliency, 
low pilling tendency, durability, and ease 
of cleaning. As at Unit A, this carpet was 
Patterned in tweed, but the entrance room 
and the lobby were to be a deep blue-green, 
while the corridors and dayrooms were to 
be gray. Such colors were felt to be neu- 
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tral enough to blend with any sort of fur- 
nishings and decor. 

In making the choice of colors and pat- 
tern, the business manager called in the 
volunteer coordinator and the head house- 
keeper for consultation: “These are the 
people we tried to get in, and let these 
women argue it out.” At the same time, 
samples of the carpet were being tested by 
the housekeeper for stain- and fire-resist- 
ance, moisture-proofing, and ease of main- 
tenance. 


D. Installation 


Because the carpet was installed before 
the unit was open to patients, there was 
no disruption of ward routine. Funds 
were sufficient so that there was no prob- 
lem with priorities. And, unlike the cir- 
cumstances of Unit A, the proper cleaning 
equipment, purchased out of the same bond 
issue, was available at the time of installa- 
tion. Currently the carpet is spot-cleaned 
as necessary, vacuumed every day, and 
shampooed every three months. Mainte- 
nance is seen as quicker and less expensive 
than it would be with tile floors—by both 
administration and staff. 

The walls of the unit had been fitted 
with aluminum hand-rails because of the 
nature of the patient population, and a 
problem with static discharge was immedi- 
ately noticed when the unit was opened; 
this problem was solved after three months 
by having the carpet treated to increase 
its static-resistant properties. 


re eee 
Failure fo recognize residents’ 


important needs, and absence of 
adequate feedback are of criti- 
cal significance in any study of 
environmental change. 


116 


E. Reactions 
1. Administration 


An informal survey of staff and patients 
at the unit indicated to administrative per- 
sonnel that the carpet was approved of, 
and subsequent informal contacts had done 
nothing to alter this picture. The medical 
director of the hospital felt that people in 
uncarpeted buildings probably had a cer- 
tain amount of envy of people in the 
carpeted building. He saw one of the most 
positive results of putting in the carpet as 
the immediate visual impact—the impres- 
sion of comfort. He also saw the subduing 
of noise in the building as giving occu- 
pants a greater feeling of privacy. And, 
while he felt that patient behavior had im- 
proved, he noted that it was difficult to 
Separate out the effects of the carpet itself 
from the effects of the generally comfort- 
able and attractive appearance of the unit 
and the intensive treatment program. On 
the whole, the administrative personnel 
interviewed seemed uniformly pleased with 
the carpet at Unit B. 

2. Staff 

There was no question of consultation 
with the ward staff prior to carpeting since 
staff members were not assigned to Unit 
B until after it had been completely fur- 
nished. The assistant director of nursing, 
in charge of the geriatric section, admitted 
that she had had reservations about the 
maintenance of the carpet, but that, over 
time, and after conversations with the head 
housekeeper, she realized that the carpet 
was as easy to maintain as a tile floor and, 
in some respects, even easier. The head 
housekeeper, on the other hand, who had 
had experience with commercial carpets 
previously installed in the administrative 
offices of the hospital and who had pre- 
tested samples of the carpet to be installed 
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at Unit B, expressed no reservations at all 
when she was asked about the carpeting. 

Arriving at the unit after installation, 
most of the staff members thought the 
carpet was not a good idea because of the 
type of patients. However, by the time of 
the study, their feelings had become gen- 
erally positive, even though the carpet did 
cause some difficulties for them. For ex- 
ample, closer surveillance of patients dur- 
ing smoking periods was required, and at- 
tendants and psychiatric technicians found 
it more difficult to push wheelchairs. The 
administration is in the process of replac- 
ing the old wheelchairs with newer wide- 
wheeled chairs in an attempt to overcome 
this problem. 

The respondents claim that morale is 
somewhat higher among the staff at Unit 
B because of the carpet, that the staff are 
more attentive to patient activities and 
needs, and that greater attempts are being 
made to prevent incontinence and spillage 
among patients. Some staff members note 
that even volunteers prefer working in the 
carpeted unit. All of the staff members 
interviewed expressed satisfaction with the 
color and style of the carpet. Respondents 
attributed similar feelings to the rest of 
the staff. 

3. Patients 

Like the patients at Unit A, all of those 
interviewed at Unit B responded positively 
to the carpet when they first saw it. All 
patients agreed that the unit looked less 
like a hospital, more like a home, and 
that the carpet contributed to an improve- 
ment in appearance and an increase in 
comfort. None of the patients were willing 
to generalize about the attitudes of other 
patients toward the carpet but they did 
say that they had never heard of any of 
the others complaining. 

According to the ward staff, some of the 
older patients, used to sliding their feet 
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along smooth tile floors, suffered an occa- 
sional fall until they grew used to the 
greater traction of the carpet, but no in- 
juries resulted, and this was never a seri- 
ous problem. 

Some of the staff mentioned ways in 
which the behavior of the patients seemed 
to have been altered by the capet. Pa- 
tients were more careful about spillage, 
neater in personal appearance, more quick 
to notify staff if the carpet had been soiled, 
more willing to help other patients to the 
bathroom, and more eager to show visitors 
around the unit. The assistant director of 
nursing again mentioned that the male pa- 
tients seemed to have responded to the 
carpet to a greater extent than did the 
females. 


Discussion 

Let us now consider our study from the 
point of view of our original intention— 
the discovery of relevant social process 
variables involved in the relationship be- 
tween the physical environment of the psy- 
chiatric ward and patient rehabilitation. 
Two major classes of such variables were 
Suggested by the study: (1) what we might 
call “definitions of the environment” and 
(2) social organizational variables. 

With respect to the first, from the point 
of view of the people actually working and 
living in the ward, some needs are more 
immediate than others, and they are thus 
organized into a rough hierarchy of im- 
portance. In the case of Unit A, ward 
residents and employees clearly are in agree- 
ment with the proposition that the ward 
should be attractive and comfortable. 
However, the carpeting of the ward was 
seen as a response to a dysfunction or need 
Occurring too far down in the hierarchy. 
The result of the difference between ad- 
ministration and staff definitions of the 
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environment is that the carpet, which under 
other circumstances, might be evaluated as 
a "good" innovation, is instead viewed as 
a misguided effort, involving an invest- 
ment which might better have been made 
in attending to more immediate irritations 
and sources of dissatisfaction, such as the 
difficulty in obtaining consumer supplies. 

The social organization of the hospital 
too is an obviously important considera- 
tion in determining the response of per- 
sonnel to an environmental change. At 
Unit A, communications between admin- 
istration and staff were inadequate. In the 
first place, no administrative officer felt it 
necessary to consult with ward staff before 
choosing and installing the carpet. Even 
after installation was completed, no figure 
emerged who was willing to mediate be- 
tween ward staff and administration and 
carry the bad news upward. And adminis- 
trative personnel, hearing few signals over 
the communication channels, assumed that 
silence meant implicit assent, which it did 
not. What messages of discontent did 
teach the administration were interpreted 
as temporary reactions to the lack of clean- 
ing equipment. 

In summary, the administration of Unit 
A was ignorant of the environmental defi- 
nitions of the ward staff and mistakenly, 
though with good intentions, responded 
to a demand of relatively low importance. 
Following installation, little feedback 
reached the administration, so that some 
mistakes are likely to be repeated, as can 
be seen in the administration’s intention 
to use the same type of unsuitable carpet 
in other areas. 

These two defects in the innovative 
process—failure to recognize residents’ im- 
portant needs, and absence of adequate 
feedback—are of critical significance in 
any study of environmental change. Alex- 
ander; for example, describes a develop- 
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mental sequence in which dysfunctions and 
irritations in the environment are per- 
mitted to accumulate until they pass a cer- 
tain threshold, at which point an architect 
or designer, his status legitimated by some 
external authority, attempts a global and 
often inappropriate restructuring of the 
physical environment. Then, his job fin- 
ished, the innovator seeks no feedback, and 
the resident is left to cope with a new set 
of dysfunctions between what he needs and 
what the physical environment offers him. 
A similar sequence of events seems to have 
contributed to the failure of the carpeting 
at Unit A. 
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MENTAL HYGIENE 


- Notes 


Robert A. Apostal, Ph.D. 


Personality Descriptions of 
Mental Health Center Patients for Use as 
Pre-Therapy Information 


"Therapist observation of patients inter- 
viewed provides invaluable information for 
therapy planning. For example, a patient's 
characteristic verbal and non-verbal be- 
haviors, self perceptions, and other response 
tendencies might be analyzed and integrated 
to form a therapeutic strategy that is de- 
signed to achieve mutually desired goals. 
In addition, information about patients that 
is obtained prior to the actual process of 
therapy is needed in the formulation of such 
Strategies. Results of psychological tests, 
Social casework summaries, and medical his- 
tories are examples of pre-therapy informa- 
tion. 

A sufficient amount of pre-therapy infor- 
mation is not always available on each pa- 
tient. This condition exists more and more 
frequently as the caseloads of mental health 
centers continue to spiral upward. One 
solution to this problem might be to have 
an idea of what the typical patient is like 
in terms of presenting complaints, person- 
ality characteristics, social backgrounds, 
medical problems, etc. Of course such in- 
formation would have to be regarded cau- 
tiously because of its general nature; a par- 
ticular individual may not fit the general 
pattern. Nevertheless, possessing informa- 
tion about the typical patient is probably 
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better than having no pre-therapy informa- 
tion at all. 

The present study attempts to provide 
one form of such information; personality 
characteristics of mental health center pa- 
tients in selected referral source categories 
are reported. The center is the Northeast 
Region Mental Health and Retardation 
Center, Grand Forks, North Dakota. 

Method 

All case folders of terminated patients 
who were seen sometime during October 
1965 and November 1968 were examined for 
possible inclusion in the study., Only pa- 
tients who had been referred by themselyes 
or relatives, by physicians, or by members 
of the clergy were eligible for selection. (Re- 
ferrals from these sources comprised the ma- 
jority of the center’s caseload during this 
time period.) Moreover, the case folder 
had to contain the results of the Minnesota 
Multiphasic Personality Inventory3 At 
this center, the MMPI is usually admin- 
istered to those in the above three cate- 
gories prior to the first therapeutic inter- 
view. 

This selection procedure assigned 66 pa- 
tients, 27 males and 39 females, to the self 
and relatives referral category; 109 patients, 
37 males and 72 females, to the physicians 
category; and 54 patients, 25 males and 29 
females, to the clergy category. Using these 
subjects Apostal and Halcrow! found no 
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differences in personality among patients 
classified by referral source. In view of this 
finding, the subjects for the present investi- 
gation were grouped and analyzed by sex 
only. Therefore, a total of 89 males and 
140 females were included in the study 
groups. 

It must be remembered that the present 
study reports personality characteristics of 
patients in the above-mentioned referral 
categories combined. Moreover, the results 
are not generalizable to patients who are 
treated at this center from any other re- 
ferral source. 


Results 


MMPI Scale Elevations 

Examination of the male profile reveals 
high scores (defined as a T score of 70 or 
above) on four personality scales; Depres- 
sion, Psychopathic Deviate, Psychasthenia, 
and Schizophrenia. Males score in the 
“high average” range (T scores from 60 to 
69) on F, Hypochondriasis, Hysteria, Mas- 
culinity-femininity, and Paranoia. For fe- 
males, the only high score is on the Psycho- 
pathic Deviate Scale, They score in the 
“high average” range on the Depression, 
Hysteria, Paranoia, Psychasthenia, and 
Schizophrenia Scales, 


Profile Analyses 


Clinically Speaking, the male profile is 
slightly more elevated than the female pro- 
file. But what is especially noteworthy in 
the profiles is that the males and females 
show markedly similar configurations, 
Thus, although there are several scales 
which show clinical differences between the 
male and female averages, the personality 
patterns for the sexes are very much alike. 
Based on this finding, one might hypothe- 
size that the circumstances Which motivate 
referral of males to the mental health center 
are similar to those conditions which result 
in referral of females, 


NOTE 

The picture of the typical patient, botl 
male and female, appears to be characterizec 
by marked depression, constant worry, feel 
ings of inferiority, and guilt. Suicidal 
thinking is often present. Alcoholism im 


“one stage or another is a distinct possibility, 


Behavioral reactions to stress or frustration 
probably include irritability, temper tan- 
trums, or destructiveness, or more passively, 
stubbornness, procrastination, inefficiency, 
and passive obstructionism. Other re 
sponses may include ambivalence, with- 
drawal, and other behaviors which indicate 
quite poor interpersonal skills. 

Physical health problems do not seem to 
characterize these patients as a group al 
though the males may complain about their 
physical condition somewhat more than the 
females. Nor do major sex role problems 
predominate, especially with the females, 
although married patients in the group are 
probably in varying degrees of conflict with 
their spouses. 

The foregoing descriptions are based 
largely on the information given by Gilber- 
Stadt and Duker? and, to a lesser degree, 
on the writer's own experience. It should |. 
be emphasized again that the descriptions | 
are taken from averaged scores. Perhaps, 
on subsequent analysis, two or three dis- 
tinct subpatterns might be found. If they 
are, then corresponding profile analyses 
should be used. Until such subpatterns are 
found, however, the descriptions presented 
above are suggested for use as pre-therapy 
information. 
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MENTAL HYGIENE 


Mary P. Beussee, M.S. 
John A. Hammes, Ph,D. 
Thomas A. Ahearn, Ed.D, 


Effects of fallout shelter 
confinement on mental health 


The sources of stress on an individual in times requiring shelter 
habitation may be many and varied. Various factors could be operat- 
ing during such a time which would stabilize mental health, while 
there might be other factors which could deter from mental health. 
The results of a series of community fallout shelter occupancy studies 
reported here revealed the importance of the emergence of a group 
orientation, tolerance of others, and an organized, comprehensive 


in-shelter activity program. 


Introduction 


The Civil Defense Research Staff at the 
University of Georgia conducted 12 simu- 
lated community fallout shelter occupancy 
studies during the period 1962-67. Par- 
ticipants were men, women, and children, 
ages 6 months to 79 years. Confinement 
periods varied from one day to two weeks 
and group size ranged from 30 to 1,000 
Persons. An attempt was made to approxi- 
mate the 1960 U. S. Census with regard to 
age, sex, and education. Race was an 
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added population variable in six of the 
twelve studies. Although these groups 
were not representative in the sense that 
they were a volunteer and health-screened 
sample of the population, and although 
the stress of an actual nuclear emergency 
or other disaster situation cannot be simu- 
lated, helpful information was gleaned 
from these studies regarding the mental 
health aspects of confinement. 

The general research mission during this 
time period was to appraise minimal sur- 
vival conditions in community fallout 
shelters as presently stocked with emer- 


This research was carried out under Contract 
No. DAHC 20-68-C-0114, Office of Civil Defense, 
Department of Defense, awarded to the University 
of Georgia. 
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gency supplies; to prepare a research pro- 
totype shelter handbook for untrained 
shelter management; and to develop an 
abbreviated yet realistic shelter manager 
training course for possible implementa- 
tion on a nationwide basis in the event of 
a sudden nuclear emergency. 

Looking at some of the factors that affect 
mental health, we see the obvious stress- 
inducing one of an objective nature such 
as the austerity of the environment to be 
considered. In most community fallout 
shelters incoming occupants will find only 
those essentials provided by the federal 
government. At present these items con- 
sist of a cereal ration in the form of a 
cracker or biscuit, carbohydrate supple- 
ment in the form of a candy drop, water, 
emergency sanitation kits, and medical kits. 
Unless a community stocks additional items 
on its own initiative, there may be nothing 
else in the way of supplies in the fallout 
shelter proper. 

"There are also factors of a subjective 
nature such as emotional stability to be 
considered. Fallout shelter populations 
will in all probability contain a cross-sec- 
tion of the general population, including 
persons representing various points on the 
mental health continuum. Behavior of a 
serious anti-social nature could call for the 
planning and implementation of a deten- 
tion area, 

Another source of stress will no doubt 
stem from the very nature of the situation 
requiring shelter habitation in the first 
place. A nuclear emergency could easily 
induce excessive anxiety regarding separa- 
tion from other family members, the loss 
of one's property, as well as anxiety about 
one's post-attack survival. 


Method 


Unstructured diaries were presented to 
the shelter occupants with the instructions 
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u——————————— ra anallliiMÜ 
The success or failure of individ- 
ual adjustment appears to lie in 
the area of becoming interested 
in others and their feelings and 
concerns. 
———— 
to record anything they experienced, 
thought about or felt during that time. As 
a general rule, diaries were administered 
twice daily (morning and evening). 

The following findings were drawn from 
the diary summaries of the three two-week 
studies, A two-week study presents factors 
which are not so evident in shorter con- 
finements. Adjusting to the difficulties of 
a short-time confinement, ie, a week-end 
or one-week study, does not magnify the 
adjustment process as a longer confinement 
period does. 

For the two-week studies the diaries were 
rated daily by an outside observer for signs 
of anxiety, depression and withdrawal. It 
was noted that in these studies the occu- 
pants reached the lowest level of depression 
at the midpoint of the experiment, i.e., 
at the end of the first week. Generally the 
spirit of the group improved during the 
last week of confinement. 


Findings 

The dominating factors enabling indi- 
viduals to withstand long-term confinement 
periods with no appreciable pathological 
effects and which are therefore conducive 
to mental health appear to be: (1) an indi- 
vidual's ability to move from a position of 
self-orientation to one of group-orienta- 
tion; and (2) the emergence of a general 
group cohesiveness, or esprit de corps. The 
Success or failure of individual adjustment 
appears to lie in the area of becoming in- 
terested in others and their feelings and 
concerns. 

When the above two factors are present, 
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individual differences are more easily tran- 
scended. There are some persons who 
might be group oriented but who never 
become actively involved in the group. 
"They still draw strength from general co- 
hesiveness, however, and enjoy observing 
it. These are the persons who stand on 
the sidelines and feel no need to take posi- 
tions of leadership or assume a task in the 
shelter. 'These persons could be simply 
described as “those who like to watch.” 
Persons who were unable to advance to a 
group-orientation usually defected during 
the first week of confinement. These per- 
sons are centers of anxiety in the group, 
and in time of emergency would likely 
require the special attention of the Shelter 
Manager and other leaders in the group. 

In one of the two-week studies, an ad- 
vanced doctoral student in clinical psychol- 
ogy was an observer in the shelter during 
the entire study. He observed that those 
persons who seemingly made the best ad- 
justment to shelter living were those who 
set their behavior by the standards of the 
group rather than attempting to bring in 
and retain habits of long-standing in their 
own lives. He also observed that a per- 
sonal crisis sseemed to be reached by the 
shelter occupants sometime during these 
two weeks, and if the person did not leave, 
changes in attitude for the better followed 
soon after. It might be helpful if shelter 
programs included preparation of the popu- 
lation for these reactions, stressing that 
they are natural and conducive to effective 
living in fallout shelters. 

Thus, group intra-action is the area 
where being strengthened and imparting 
strength takes place. In comparing the 
three two-week studies, intra-action seemed 
to be facilitated by an aggressive Shelter 
Manager, but one whose aggressiveness was 
tempered by insight and sensitivity toward 
the feelings of others. In conclusion, it 
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may be said that the emergency of group- 
orientation, or the “We're going to face 
this together and meet the challenge” feel- 
ing is one of the most facilitating factors 
in withstanding the difficulties of long- 
term confinement. 

Maintaining one’s sense of humor in the 
crowded conditions where there is no per- 
sonal privacy is also important, Being 
able to accept the imperfections in one’s 
shelter neighbor, and avoiding as much 
as possible the emotional reactions of hos- 
tility and depression which could induce 
an outward display of frustration and ag- 
gression would also be helpful. 

Further, the value of an organized in- 
shelter activity program as both a means 
of diversion and training was demon- 
strated in all the studies. Included among 
these activities were such things as rec- 
reation, training information, religious 
services and nurseries. 


... Those persons who seemingly 
made the best adjustment to 
shelter living were those who set 
their behavior by the standards 
of the group rather than attempt- 
ing to ... retain habits of long- 
standing . . . 


The establishment of a two-way contact 
between shelters and control centers of the 
local government has also been found to 
be important. 

An actual nuclear attack would create ad- 
ditional physical and psychological stresses 
which would probably summate with those 
discovered in simulated studies to create 
greater problems of shelter adjustment 
and threats to mental health. To ease the 
burden of shelter adjustment, an attempt 
might be made to inform the population 
in regard to what shelter life will probably 
be like. 


Points of View 


C. Marshall Lowe, Ph.D 


The Psychology of Social Control 


The phrase psychology of social control is used to describe a type 
of social planning which is responsive to individual differences in 


Society has always required at least a 
rudimentary form of social control. Such 
control has traditionally been limited to 
political and economic types of planning. 
More recently, however, it has also become 
a basic principle of the mental health move- 
ment that social ecologies which are poorly 
or wrongly planned are inherently patho- 
logical, while other types of environments 
Which are better designed can help to fa- 
cilitate qualities of positive mental health. 
The menta] health planner hardly wishes 
to abrogate basic human freedoms. He 
does, however, doubt that the design of a 
human culture can be left completely to 
chance, and he therefore must asume that 
some form of social planning is needed if 
man is to develop properly as a self in so. 
ciety. 


Dr. Lowe is Assistant Professor in the Division of 
Counseling Psychology at the University of Cali- 
fornia, Berkeley 94720, 
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In contrast to the impersonal nature of 
much political and economic planning, the 
practitioner in the field of community men- 
tal health is concerned with a type of social 
planning which is so highly personal that 
in an open and unstructured fashion it 
helps man to Preserve a sense of individu- 
ality. 

For want of a better word, the phrase “the 
psychology of social control” is used in this 
Paper to describe this individualized ap- 
proach to social planning. There are three 
particularly salient characteristics which dis- 
tinguish a Psychology of social control from 
more traditional types of social planning. 


Making Social Institutions Less 
Impersonal 


Because contemporary social problems are 
on such a mass scale, many forms of social 
planning have become so bureaucratized 
that the resulting social structures have been 
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impervious to the uniqueness of particular 
individuals. A psychology of social control 
attempts to replace bureaucratic establish- 
ments with a social milieu which is much 
more cognizant of the unique circumstances 
of each individual. 

A variety of suggestions have been made 
as to how sensitivity and openness to im- 
personal communication can be developed 
in an organization. Carl Rogers® has ex- 
tended the basic non-judgmental and non- 
evaluative attitudes of client-centered ther- 
apy to larger social situations, suggesting 
that breakdowns in communication which 
occur on an intergroup level can be 
handled in much the same way as those that 
occur interpersonally, The field of group 
dynamics is also clearly relevant to the task 
of making social organizations more open. 

A second approach to the organizational 
deindividualization of man seeks to preserve 
the humanistic ideal of the individual by 
making more basic changes in the organiza- 
tion of basic social institutions, This type 
of social reform is described by Erich 
Fromm in terms of The Sane Society. In 
Fromm’s view, man has become deperson- 
alized not because of the fault of any par- 
ticular social institution but because of a 
deepseated psychological need to escape 
from freedom. Fromm says, “sanity and 
mental health can be attained only by si- 
multaneous changes in the sphere of in- 
dustrial and political organization, of spir- 
itual and philosophical orientation, of 
character structure, and of cultural actiy- 
ities.” 2 

While Fromm is skeptical of piecemeal so- 
cial reform, he makes a number of specific 
suggestions as to how social institutions can 
be changed so as to increase individuality. 
In the field of economics he sees a need 
to replace existing financial incentives with 
a more intrinsic type of motivation which 
has been established through participation 
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in management and decision-making. In 
politics he advocates the recognition that 
the enlargement of the franchise becomes 
a pyrrhic victory when democracy becomes 
limited to the impersonal process of mass 
voting. In its place he would substitute 
small groups, corresponding roughly to the 
old Town Meeting, where each member 
could express himself on basic issues, In 
education he sees the need to regard the 
educational process as not merely prepara- 
tion for gainful industrial employment, but 
also as a continual instilling in all citizens 
of those character traits which correspond 
to the professed ideals of our civilization. 
This means education into the middle dec- 
ades of life, for, in Fromm's view this is 
when man becomes sufficiently mature to 
adequately appreciate the need for integrat- 
ing theoretical and practical knowledge. 


Making Social Institutions Less Inhibitory 


A second contribution of the psychology 
of social control is the application of the 
principles of behavioristic learning theory 
to the task of social control. According to 
a genera] behavioristic viewpoint, man 
exists in an inhibited and automatized state 
because society has subjected him to a 
poorly designed set of learning experiences. 
Such an inhibitory type of culture exercises 


es 
When positive methods of control 
are used, the individual experi- 
ences a sense of freedom. 

—ÓMÀ MÀ 


the wrong type of social control using 
methods of negative reinforcement which 
produce types of avoidance behavior which 
result in phobias, anxiety, and various other 
kinds of reactions which produce behavioral 
inhibitions. 

From a learning theory point of view, the 
ultimate solution to common human prob- 
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lems is to prevent individuals from becom- 
ing overly frightened, rigid and inhibited. 
This is done by redesigning the social in- 
stitutions which exercise control in such a 
way that the individual is no longer trau- 
matized but is instead so conditioned that 
his behavior will no longer display the usual 
symptoms of psychopathology. 


POINTS OF VIEW 


Walden Two is a scientifically designed iso- 
lated rural colony where a behavioral en- 
gineer is so completely in charge of the so- 
cial structure that even seemingly minute 
aspects of social life are organized in a 
behaviorally controlled pattern which maxi- 
mizes institutional efficiency. The result- 
ing social structure is highly complex. 


Sst 


+--@ lawyer who had not studied economics and sociology was 
very apt to become a public enemy. 


Set 


The application of learning theory prin- 
ciples to different problems involving social 
.control is described at length by B. F. 
Skinner in Science and Human Behavior.? 
A. section of this book is devoted to what 
Skinner terms controlling agencies such as 
Bovernment and law, religion, economic 
control and education. He notes that it is 
more typical for large social institutions 
to use punishment or negative reinforce- 
ment as the basic means of controlling be- 
havior. 

He believes that it is much better to ex- 
ercise social control by means of positive 
reinforcements, or rewards. When positive 
methods of control are used, the individual 
experiences a sense of freedom. Skinner 
notes that, "Under a government which con- 
trols through positive reinforcement the 
citizen feels free, though he is no less con- 
trolled."^? When the individual receives 
admiration, approval, affection, and other 
typical types of reinforcements, his behavior 
is still determined by basic laws of learning. 
He is, however, free of inhibitions, physi- 
ologically | disfunctional Symptoms and 
other forms of suffering which accompany 
aversive methods of control. 

In Walden Two? Skinner depicts in 
novel form a comprehensive blueprint for 
creating a society in which control is limited 
to the techniques of positive reinforcement. 


Skinner sees one vital difference between 
Walden Two and the police state of the | 
totalitarian dictator. Walden Two makes 
use only of positive reinforcement. There 
is no punishment. Accordingly, Skinner 
believes that Walden Two gives man his 
only chance at freedom, Moreover, since 
the method of*control is limited to that of 
positive reinforcement, man retains for him- 
self one positive freedom—he may leave the 
colony and return to the outside world if he 
so wishes, 

Skinner’s attempt to create scientific 
forms of social planning is controversial 
even among psychologists. Psychologists 
who are guided by humanistic values are 
fearful lest one form of arbitrary social 
control be merely exchanged for another 
form which is equally destructive of indi- 
dual self-determinism, However, even if 
one does not agree with the conclusions 
Skinner reaches, one can accept his premises 
—Psychological control is indeed exerted 
over individuals by social groups. 

Most psychologists must agree with 
Skinner that psychological control can be 
left neither to chance nor to the whim of 
those who are ignorant of the consequences 
of such control. If the individual is to be 
protected from social coercion, it is evident 
that there must indeed be planned control 
over those who are more immediately con- 
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trolling of individuals in particular social 
situations. 


Reconciling Social Control with the Need 
to Preserve Individual Differences 


Closely related to the psychologist's con- 
cern with freeing the individual from those 
inhibitions caused by punishment and other 
wrong kinds of social learning experiences 
is the companion problem of increasing the 
justice of an individual's treatment before 
thelaw. While the need for some common 
form of social justice is almost universally 
seen as necessary to civilization, the psychol- 
ogist can be expected to seek to loosen that 
tightly bound form of legal control which 
remains imperviously unaware of the 
uniqueness of each individual who passes 
before the bar of justice. Educating the 
law as to the meaningful existence of in- 
dividual differences is thus a third contri- 
bution of a psychology of social control. 

It traditionally has been the function of 
the law to provide man with a sufficiently, 
stable social structure so that every citizen 
might predictably be able to anticipate the 
consequences of his actions and therefore 
govern his behavior rationally according to 
the anticipated consequences of his be- 
havior. A justice which attempts to be 
completely predictable in its actions must 
ignore individual differences among people. 
There is scant provision within the law for 
circumstances to alter cases. It is the nature 
of the crime that determines the type of 
punishment, with the nature of the indi- 
vidual offender being considered only 
tangentially. 

While legal control represents an attempt 
to establish a consistent method of social 
control it is the contrasting attempt of 
psychology to preserve man's individuality 
in the face of attempts by the law to treat 
all men equally. , 

There must, therefore, be a certain 
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amount of dynamic tension between psy- 
chology's concern for the realization of in- 
dividuality and jurisprudence's concern for 
finding a social justice which treats all in- 
dividuals in a consistent and equal fashion. 

In practice, of course, the law has seldom 
been completely blind. Even in the hey-day 
of legal rationalism at the time of Black- 
stone when the exactitude of science was 
stated as an ideal for the law, exceptions 
were made to temper the rather harsh 
penalties which the letter of the law de- 
manded. Blackstone himself is reported ! 
to have regarded it as one of the great 
glories of English law that it did in fact 
temper justice with a mercy which Boorstin 
reports was almost as consistent as the law 
itself. 

As necessary as was such a style of justice 
in an earlier day, it seems to be scarcely ap- 
propriate for a society which has so greatly 
increased its sophistication of the causes of 
human behavior. As knowledge of human 
behavior has increased, so an evolution in 
the law is now required. Courts of law 
must at least discard a discredited belief that 
even highly deviant forms of behavior are 
rationally determined, and must instead 
find a psychologically more dynamic ex- 
planation for that human behavior which 
the law must judge. 

Since the psychologist is professionally 
trained to be sensitive to the existence of 
individual differences, it must be his task to 
educate the law as to the significance of dif- 
ferences among individuals in past learning 
experiences, in present needs, and in future 
goals. He must also convince the legal pro- 
fession that it is appropriate to treat each 
individual differently, providing "rewards" 
and "punishments" on the basis not of a 
phenotypic similarity in behavior but in- 
stead on the basis of genotype. Crimes 
which the law has traditionally sought to 
punish in an identical manner may in fact 
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not only have radically different causes but 
may also require rather opposite attempts 
at correction. 


Devising a Comprehensive Strategy for 
Man's Social Life 


A final task for a psychology of social 
control is that of helping contemporary man 
find a comprehensive set of social policies 
to provide an over-all strategy which can 
properly guide the increasingly diverse as- 
pects of man’s social life. Without such a 
strategy there is a danger that all the other 
efforts which the psychologist is exerting in 
the social field will be wasted, being used 
either for inappropriate ends, or else for 
purposes which conflict with other social 
causes which man is serving. 

The psychologist is hardly alone in seek- 
ing to discover the nature of a social system 
in which the individual is given the greatest 
possible freedom. The attempt to com- 
bine individual rights with social justice 
has been directed by the field of juris- 
prudence, Through the study of juris- 
prudence philosophers, jurists, and political 
Philosophers have sought some guiding 
Principle of social justice which can prop- 
erly direct the various forms of social con- 
trol which the law possesses. 

Just as man has grown increasingly dis- 
trustful of abstract, rational principles in 
other areas of thought, so also the field of 
jurisprudence has been thrown into con- 
troversy and disarray by the loss of old 
beliefs and old values. The jurist no longer 
dares cite older ideological justifications; 
in vain he searches for some universally ac- 
ceptable value which can provide a firm 
standard for social justice. 

As the jurist finds it ever more difficult 
to deduce social justice from abstract Philo- 
sophical principles, he finds it more and 
more necessary to proceed inductively, tak- 
ing for his starting point the nature of man 
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and of society. The behavioral sciences in- 
evitably become the new authority? for 
man’s knowledge of the good. This new 
knowledge of man gained through the be- 
havior sciences percolates through general 
social custom until it achieves the recogni- 
tion of law, 

While American justice has from the be- 
ginning been explicitly concerned with 
guaranteeing individual rights, the unde- 
fined nature of the individualism which the 
law is designed to protect has been a source 
of continual legal ferment. At the time of 
our nation’s founding, social justice was 
sought in political doctrine, the social phi- 
losophy of the new American democracy de- 
pending in large measure upon the ideologi- 
cal writings of such thinkers as Thomas 
Paine. During the nineteenth century how- 
ever, the individual gradually became over- 
shadowed by an increasing industrializa- 
tion, Jurisprudence became guided by the 
economic doctrine of laissez-faire capital- 
ism. The burgeoning corporations were 
given the right by the law courts to stifle 
individual needs in a vise-like grip of eco- 
nomic power. The courts ironically used 
the fourteenth amendment to shield the 
corporation from the popular will of legis- 
latures by decreeing that the “person” who 
was guaranteed the basic protection of law 
included the corporation. 

By the beginning of the twentieth cen- 
tury, the situation had changed again. 
The inherent conservatism of law could 
no longer hold back recognition that new 
social conditions required updated concepts 
of justice. Even a justice so self-consciously 
blind to individual need could no longer 
remain unseeing of the need to interpret the 
Constitution in a new way. The resulting 
new look in jurisprudence was typified in 
the judicial approach of Justice Louis 
Brandeis, who stated that jurists who failed 
to be aware of social change could hardly 
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be faithful to the Constitution, but must 
instead merely be faithful to conceptions of 
individual property rights which were so- 
cially anachronistic. It is in such a con- 
text of seeking more modern concepts of 
justice that Brandeis is quoted as stating * 
that a lawyer who had not studied eco- 
nomics and sociology was very apt to be- 
come a public enemy. 

The law has only just begun to reconcile 
the law to the new knowledge which psy- 
chology and the other behavioral sciences 
have assembled concerning human be- 
havior. An example of an incipient at- 
tempt at rapprochement is contained in the 
classic 1954 Supreme Court decision which 
outlaws racial segregation in the clasroom. 
In Brown v. Board of Education the Court 
found justification for over-turning the 
Court's earlier opinion in Pressey v. Fer- 
guson (which had provided legal sanction 
for the doctrine of separate but equal) in 
the added extent of psychological knowl- 
edge which had not been available to the 
Court when it made the earlier decision. 
The Supreme Court in 1954 found segre- 
gated education to be inherently unequal 
because of specifically psychological evi- 
dence that segregated education produces 
fcelings of inferiority and reduces the moti- 
vation to learn. 

It would be both presumptuous and pre- 
mature to claim that psychology and the 
other behavioral sciences can provide juris- 
prudence with that conceptual order which 
it now lacks. It is, however, important to 
note that what has come to be termed the 
sociological theory of jurisprudence seeks 
to relate the law to dynamic social processes. 
Typifying such a legal point of view is a 
statement by Eugene Rostow that "as law 
is the all-embracing social institution, so is 
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the study of law the universal social sci- 
ence.” 6€ Accordingly, he also notes that to 
properly understand the goals of law, one 
must draw upon everything that is known 
about man's life in society. This would, it 
would seem, include psychological knowl- 
edge concerning man's human behavior. 


Conclusion 


There is much the mental health prac- 
titioner can do to help establish a benevo- 
lent form of social control without trying to 
impose a psychological oligarchy upon the 
rest of society. Those contributions which 
have been discussed in this article are hardly 
intended to be definitive. They are in- 
tended merely to illustrate a much larger 
field of social endeavor in which mental 
health professions should be concerned 
participants. 
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NAMH Position Statements on Therapeutic Abortions, 


Suicide Prevention and Homosexuality 


Therapeutic Abortions 


At the June 21, 1969, meeting of the Board of Directors of the 
National Association for Mental Health, the following statement on 


abortions was approved: 


That it would be appropriate for the Mental Health Associations in 
the various states to support legal changes that place therapeutic abor- 
tions under the Medical Practices Act of the various states. The intent 
of this Resolution is to support such legislative changes as would re- 
move abortion by licensed physicians from the criminal code. 


The explanatory notes below place the 
statement in context and should be referred 
to when there is occasion to use the state- 
ment. 


Explanatory Notes 


The motion addresses itself to only one 
aspect of abortion, namely, the legal rela- 
tionship between patient and practitioner. 

It has nothing to say on whether abor- 
tion is moral or sinful, desirable or unde- 
sirable. 

It points directly, however, to one of the 
major problems in abortion: that women 
desiring an abortion are often prey to un- 
qualified practitioners, with a consequent 
high risk of injury and death. 

What it says is this: Abortion should be 
regulated under the laws governing medical 
practice in general, rather than by the crim- 
inal code. Abortion would not, in that 
case, necessarily be criminal, per se, pro- 
vided that it was a) done by a qualified med- 
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ical practitioner, b) done under those con- 
ditions considered legal in the given state. 

These “conditions,” in most states that 
permit abortion, are when a good health 
reason exists (when the health of the mother 
would be endangered). Some states permit 
abortion, also, when the pregnancy is the 
result of rape and others when the fetus is 
manifestly abnormal. 

The Resolution, in sum, would leave to 
the physician the choice of deciding whether 
the abortion was medically indicated and 
legally defensible, and permit him to carry 
out the procedure without his, or the pa- 
tient’s, fearing criminal action. Should a 
physician violate the conditions laid down 
for the performance of an abortion, he 
would be subject to losing his license, or 
other disciplinary action, but not to crim- 
inal sanctions, such as imprisonment, etc. 
He would, naturally, still be subject to 
criminal sanctions in the event of malprac 
tice, but this possibility applies to any op- 
erative procedure. 
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Suicide Prevention 


At the November 22-23, 1968, meeting of the Board of Directors of 
the National Association for Mental Health, the following statement on 


suicide prevention was approved: 


If a Suicide Prevention Center is indicated by community needs, and 
does not now exist, it should be established within, or related to, an 
on-going 24 hour emergency service already operating in a hospital or 


community health center. 


It is recognized that other patterns of delivering this service are pos- 
sible, and that in some communities other patterns might be utilized, 


because of local conditions. 


Questions regarding implementation of 
this policy should be directed to the NAMH 
Professional Advisory Council. 

Guidelines are available, developed from 


the pioneering experiences of some NAMH 
Chapters, and approved by the Professional - 
Advisory Council and the Board of the 
NAMH. 


Homosexuality 


The Executive Committee of the NAMH approved the following 
statement at its October 17, 1970 meeting. 


The National Association for Mental 
Health endorses the view that the law 
should not impose criminal sanctions for 
homosexual conduct committed in private 
between consenting adults. This is the po- 
sition taken in the Wolfenden Report 
adopted in England and in the Model Penal 
Code promulgated by the American Law In- 
stitute and adopted by the State of Illinois. 

Throughout history, in all cultures, a 
certain number of persons have been drawn 
to deviational sexual behavior. Such be- 
havior does not constitute a specific mental 
or emotional illness. Some experts believe 
that it is a result of social learning or that 
it may be a symptom of complex underly- 
ing psychopathology. Others believe that 
it is an accidental, natural variant of mam- 
malian sexual development which, though 
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admittedly abnormal, should not be re 
garded as necessarily symptomatic of a 
pathological personality. In any event, it 
appears to be as deeply motivated as normal 
heterosexual behavior; it has not been pre- 
vented or cured by the harshest punishment, 
and although many experts believe that per- 
sons so affected can, through psychotherapy, 
be redirected toward normal heterosexual 
behavior if therapy is begun early enough in 
life, the process is a lengthy and expensive 
one which most people cannot afford and 
which offers no definite assurance of suc- 
cess. There is no evidence either in em- 
pirical research or in the experience of other 
countries that homosexual behavior in it- 
self endangers the health of the individual 


or of society. 
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But the law punishes such behavior with 
a ferocious punitiveness that seems to reflect 
emotional reaction rather than informed or 
rational policy. Imprisonment for a mini- 
mum term of one or two years is common, 
and maximum terms may in some states run 
to twenty or thirty years—more than the 
maximums usually set for driving while 
drunk, taking indecent liberties with chil- 
dren, armed robbery, or most other crimes. 

There are, of course, valid reasons for 
punishing acts committed by force and vio- 
lence, or with children, or in public. We 
speak here only of homosexual acts com- 
mitted in private between consenting adults. 
Such acts do not present any danger to so- 
ciety that justifies making them criminal, 
nor is there any evidence that persons en- 
gaging in such acts progress to more dan- 
gerous sexual behavior or to violent aggres- 
sion that would justify resort to criminal 
punishment. 

The existing laws not only serve no de- 
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monstrable useful function; they probably 
do more harm than good. They probably 
generate as much crime as they prevent— 
blackmail and extortion, especially by male 
prostitutes, assaults, beatings and robberies 
by young thugs, and harassment and bru- 
tality by the police. Existence of the crim- 
inal threat probably deters some homosex- 
uals from seeking psychiatric help. For those 
having an unconscious masochistic ten- 
dency, the danger of imprisonment may 
actually be alluring. Imprisonment, it 
would seem obvious, cannot prevent or cure 
deviational sexual behavior. Forcing per- 
sons to live with others of the same sex for 
extended periods of time and denying them 
any opportunity for heterosexual experience 
increases homosexual activity, heightens the 
probability of such activity upon release, 
and causes unrest, fights, discipline prob- 
lems and even killings among inmates bat- 
tling over partners, resisting advances or in 
lovers’ quarrels. 


al Congress of Applied Psychology 


will be held in Liege, Belgium, July 25—30, 1971. For further 


information, contact the 


Congress Secretariat at Institut de 


Psychologie, Boulevard Piercot, 36, 4000-Liege, Belgium. 
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Book Reviews 


Psychiatry and the Criminal: A guide to 
psychiatric examinations for the criminal 
courts, second edition. 


By John M. Macdonald M.D. 
Springfield, IUl., Charles C Thomas, 1970. 
352 pp.; $14.75. 


This book comes close to being the definitive 
exposition of modern forensic psychiatry. For 
too long psychiatry has been represented in our 
courts by the "alienist" with little legal or psy- 
chiatric sophistication and with unlooked for, 
but alarming authority over the lives and free- 
dom of people. Macdonald now gives us an ar- 
ticulate and lucid standard text against which 
the competence of a forensic psychiatrist may 
be measured. This work is of first rate scholar- 
ship and high literary quality. It manages to be 
both substantive and charming. 

New chapters on the evaluation and treatment 
of dangerousness, drug abuse, the check offender 
and the firesetter have been added to the first 
edition. The psychopathic personality and the 
sex offender have been given a good deal more 
attention. Other sections have been revised and 
the bibliography brought up to date. Leighton 
Whitaker, Ph.D. contributes a revised chapter 
on psychological evaluation. The chapter on 
the psychiatrist on the witness stand is partic- 
ularly excellent. 

The author appears to underestimate the im- 
portance of the issue of incompetency to stand 
trial, reporting that he could recall only one 
plea of incompetency over seventeen years in 
Colorado. This is certainly not the case in 
Massachusetts where 1900 admissions to our 
state hospitals last year were ostensibly for 
competency determinations (many other pur- 
poses are served under the competency rubric). 
Matthews? recently reported over 1600 out-pa- 
tient competency examinations in Cook County 
alone in one year and another recent publica- 
tion? (both published subsequent to the book 
being reviewed), estimates that of the twenty- 
nine thousand mental hospitalizations of of- 
fenders in 1967, fifty-two percent (about 15,000) 
were for competency determinations. 

With the above minor caveat, I would recom- 
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mend this book unreservedly. It should be 
widely read and regarded as authoritative by 
both the psychiatric and legal professions al- 
though it is primarily intended for psychiatrists, 

1 The Mentally IIl Offender, Scheidemandel, P. L. 


and Kanno, C. K. Joint Information Service of 
APA and NIMH, Washington, D.C., 1969. 


2 Mental Disability and the Criminal Law, Mat- 
thews, A. R., American Bar Foundation, Chicago, 
1l., 1970. 


A. LOUIS MCGARRY, M.D. 
Director, Division of Legal Medicine 
Lecturer on Psychiatry 

Laboratory of Community Psychiatry 
Harvard Medical School 


The Making of Blind Men 
By Robert Scott 


New York, Russell Sage Foundation, 1969. 
136 pp., $6. 


The Social Source of Adjustment to Blind- 
ness 


By Irving Faber Lukoff and Martin White- 
man 


New York, American Foundation for the 
Blind, Research Series No. 21, 1970. 291 


pps $3.25. 


“The disability of blindness,” says Dr. Scott, 
“is a learned social role. The various attitudes 
and patterns of behavior that characterize peo- 
ple who are blind are not inherent in their con- 
dition, but, rather, are acquired through ordi- 
nary processes of social learning. . . . Blind men 
are made, and by the same processes of socializa- 
tion that have made us all.” 

Dr. Scott's second major thesis in The Making 
of Blind Men is that the organized interven- 
tion program for the blind play a major and 
negative role in determining the nature of this 
socialization. He asserts that people enter the 
blindness system as a heterogeneous group, but 
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emerge as a homogeneous group because of 
their experiences in the agencies and organiza- 
tions whose purpose is to help them; that people 
who can see, but are administratively defined 
"as legally blind," learn, in the blindness sys- 
tem, to behave as though they cannot see. His 
point is well-taken, if somewhat overdrawn. It 
may well be because his intent is to shock the 
administrators, boards of trustees, and staff mem- 
bers of agencies for the blind into re-evaluating 
whether their services are in fact solving the 
problems toward which they are addressed. 

The author's provocative analysis of the so- 
cialization of blind people is based on a research 
project which he conducted to determine both 
the scope of the blindness problem in the United 
States and the effectiveness of intervention pro- 
grams in dealing with the problem. The reader 
is presented with his conclusions, rather than a 
mass of data. It is a very readable stimulating 
book. 

The major thrust of the book is in its analysis 
of the socialization role of that collection of 
agencies, organizations and programs for the 
blind which Dr. Scott labels as “the blindness 
system.” His data indicate that the overwhelm- 
ing majority of those classified as “legally blind” 
do have some vision. Yet their induction into 
the blindness system sets into motion all of the 
forces in the community and in the agencies 
which result in the attitude and behavior of 
“blind men.” 

His figures indicate that although 67% of 
those defined as blind are in the 55 to 79 age 
group, the blindness system provides very few 
services to the aged blind. Conversely, nearly 
two-thirds of the organizations Provide services 
or training to children and non-aged employable 
adults who constitute one-fourth of the number 
of those who are legally blind. 

The whole constellation of experiences to 
which the blind person is subjected may make 
him particularly vulnerable to pressures to con- 
form to the particular agency’s assumptions and 
practices relating to blindness. Dr. Scott asserts 
as a “fact,” that while almost all organizations 
for the blind give lip service to the ideal of 
restoring the blind person to independent func- 
tioning, most of them follow an accommodative 
approach which causes the clients to “end up 
organizing their lives around the agency.” 
Hence, his conclusion that agencies in the blind- 
ness system do in fact create blind people who 
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are docile, helpless, and dependent on the agen- 
cies. 

If all this is true,—why is it true? Dr. Scott 
finds the answer in the community's tendency 
to stereotype, to stigmatize, and to avoid blind 
people, and in the need of the agencies to per- 
petuate themselves. 

The author has made a number of sweeping 
generalizations. One wishes that he had in- 
cluded in the appendix more of the data on 
which his conclusions are based, how many 
agencies of the 800 he has studied, what the 
questions were that he asked. But, he has per- 
formed a valuable service in highlighting a 
number of important questions which do need 
to be examined by many agencies in the “blind- 
ness system." 

The readers of MENTAL HYGIENE may 
ponder whether Dr. Scott's thesis may have some 
application in the field of mental health. Does 
the definition of a person as "mentally ill" 
Carry its own set of socialization experiences? 
Are there mental hospitals or treatment centers 
that seek to fit the patient into their services, 
rather than creating the services to meet the 
patient's needs? 

Unlike Dr. Scott's book, The Social Source of 
Adjustment to Blindness by Irving Faber Lukoff 
and Martin Whiteman is a detailed analysis of 
a research project, including methodology. For 
a person unskilled in statistics, it is difficult 
reading. 

The research design involved a survey of a 
sample of 498 non-institutionalized blind per- 
sons in New York State registered as of 1957 
with the New York State Commission for the 
Blind as “legally blind"—(defined as visual acu- 
ity of 20/200 or less or certain restrictions in 
visual fields). The sample was confined to per- 
sons between the ages of fifteen and fifty-four, 
(confirming Dr. Scott’s analysis of the focus of 
most agencies for the blind). 

The study attempts to answer a number of 
questions about the independence or depen- 
dence of the blind. 

Generally, the findings confirm many of the 
observations and assumptions of professionals 
who work with blind individuals. To wit: (1) 
The level of expectations of significant persons 
in the environment, particularly of the family, 
do have a significant impact on the level of in- 
dependent functioning of the blind individual. 
(There are, of course, exceptions to this.) (2) 
In general, those blinded at an earlier age are 


MENTAL HYGIENE 


BOOK REVIEWS 


more able to develop their abilities to furiction 
independently than those who lose their vision 
later in life. (3) Those who are at the upper 
limits of vision, within the “legally blind” defi- 
nition, tend to function more independently 
than those with no residual vision. (4) Special 
schooling for the blind does seem to be the 
most significant factor in the tendency of some 
blind individuals to choose blind friends and 
blind organizations. 


CHARLOTTE MALLOV, M.S.W., A.C.$.W. 
Supervisor of Social Work 
Lighthouse of Onondaga County 
Syracuse, New York 18204 


Mental Retardation: An Annual Review 


Edited by Joseph Wortis, M.D. 
New York, Grune & Stratton, 1970. 


Annual reviews generally make for tedious 
reading. 'The reader is often inundated by 
Citation after citation without too much con- 
ceptual clarity, until one reaches the conclusion 
section. Fortunately, Dr. Wortis has managed 
to assemble an impressive group of contributors 
to the 17 topical chapters of this volume, the 
first of an annual series. Most of the chapters 
are well written and many display remarkable 
depth and perceptiveness to their chosen area. 

The topics reviewed are: developmental psy- 
chology; comparative psychology; conditioning 
and learning, clinical aspects; Down's Syndrome; 
neurology; neuropathology; neurophysiology; 
metabolism; epidemiology; community organiza- 
tion; foreign countries; community organiza- 
tion: U.S.A.; legal aspects; poverty and retarda- 
tion: social aspects; poverty and retardation; 
biosocial factors; complications of pregnancy 
and delivery; terminology and classification, as 
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well as a retrospective chronicle of important 
occurrences in the field in the preceding year, 
and a prospective calendar of events scheduled 
in the current year. The table of contents 
should suffice to show that this is not only for 
those whose work touches upon the field of 
mental retardation. 

Students, practitioners, researchers in the men- 
tal health area and its allied disciplines will 
all profit from this excellent compilation of the 
major methodological and theoretical issues and 
currents in this field. 

MARTIN GITTELMAN, PH.D. 
New York, N.Y. 


Youth into Maturity 
By Rachel Dunaway Cox, Ph.D. 


New York, Mental Health Materials Center, 
1970. 347 pp.; $12.50. 


In this second phase of a longitudinal study, 
the author reports on a group of 63 young 
people chosen while in college as being mentally 
healthy, normally functioning adults. Ten years 
after their college experience they seemed to 
have adjusted well to stresses of adult life. Al- 
though one in four found it necessary to seek 
psychiatric counseling, only one in twelve mar- 
riages had ended in divorce. 

In a time when so much attention is focused 
on aberrations in people and behavior, it is 
worthwhile to have a book that attempts to 
define what is "normal", Dr. Cox states that a 
common attribute of these young people is a 
life philosophy that "accepts excellence as a 
standard toward which they will strive . . . (and) 
gives high priority to honesty and sincere regard 
for the individual". 

MORRIS HUNTER, M.A. 
Long Island, N.Y. 
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Because of space and time limitations, we cannot review all books sent to this journal. 
Their listing in this column constitutes acknowledgment of the receipt of the volumes 
indicated. As space, time and subject matter permit, we will publish reviews of the more 


significant books. 


ANNUAL PROGRESS IN CHILD PSYCHIATRY AND 
Cup DEVELOPMENT. 1970. Edited by Stella 
Chess, M.D. and Alexander Thomas, M.D. 
New York, Brunner/Mazel Publishers, 1970. 
585 pp.; $15. Thirty-seven articles in the field 
cover areas of original work in the study of the 
child and reviews of the present state of knowl- 
edge. 


BIOLOGICAL RESEARCH IN SCHIZOPHRENIA: Rr- 
PORT OF A WHO Scientiric GROUP. World 
Health Organization Technical Report Series 
No. 450. Geneva, WHO, 1970. 35 pps; $1. 
Order from the American Public Health Associa- 
tion, Inc, 1740 Broadway, New York, N.Y. 
10019. This report includes an overview of the 
major areas of biological investigation of schizo- 
phrenia, an examination of research designs and 
methods, a look at training for research and 
recommendations for collaborative studies, 


COMMUNITY LIFE FOR THE MrNrALLY ILL: AN 
ALTERNATIVE TO INSTITUTIONAL CARE. By George 
W. Fairweather, David H. Sanders, David L. 
Cressler and Hugo Maynard. Chicago, Aldine 
Publishing Co., 1969. $10. Presents the events 
that occurred when a group of former mental 
patients, under the auspices of, and with the aid 
of staff, left the hospital and established their 
own autonomous subsociety in a large, metro- 
politan area, 


Tne FIRST Year Our: MENTAL PATIENTS AFTER 
HOSPITALIZATION. By William W. Michaux, 
Martin M. Katz, Albert A. Kurland and Kath- 
leen H. Gansereit. Baltimore, Johns Hopkins 
Press, 1969. 299 PP; $8. The authors have 
produced a longitudinal Study of a sample of 
psychiatric patients released from a mental hos- 
pital. They trace the course and outcome of the 
return to the community over a twelve-month 
period. The results suggest that recidivism is 
contingent more on social readjustment prob- 
lems rather than on purely Psychopathological 
factors, and that rehospitalization may be 
detrimental to the individual's eventual adjust- 
ment. 
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Tur Hatrway House Movement: A SEARCH 
For Sanity. By Harold L. Raush with Charlotte 
L. Raush. New York, Appleton-Century-Crofts, 
1968. 245 pp.; $5.95. By using responses from a 
questionnaire sent to all halfway houses known 
at the time of the study, the authors describe 
the operating principles of various attempts at 
the development of these facilities. 


Loss AND GRIEF: PSYCHOLOGICAL MANAGEMENT 
IN Mepicat Practice, Edited by Arthur Carr, 
Ph.D., David Peretz, M.D., Bernard Schoenberg, 
M.D. and Austin Kutscher, D.D.S. New York, 
Columbia University Press, 1970. 398 PP. 
$12.50. Defines concepts and practices for pro- 
fessionals from all fields who have occasion to 
deal with matters relating to loss and grief. 


MAJor Psycuo-SociaL PROBLEMS AND THE Psy- 
CHIATRIC TECHNICIAN, Publication of the Na- 
tional Association of Psychiatric Technology and 
the California Society of Psychiatric Tech- 
nicians, Sacramento, National Association of 
Psychiatric Technology, 1970. 129 pp. $2.95, 
paperback. Compiled from the presentations 
made at the joint annual meeting of the two 
Sponsoring organizations, it discusses the psy- 
chiatric aide and such problems as drug abuse, 
alcoholism, suicide and mental retardation. 
Some papers are devoted to educational and 
career programs for mental health technicians. 


MENTAL HEALTH AND WORK ORGANIZATIONS. 
Edited by Alan McLean. Chicago, Rand Mc- 
Nally & Co., 1970. 328 pp. $5.75. This is a 
Summary of the proceedings of the 1967-69 
Cornell Occupational Mental Health Confer- 
ences conducted at the Westchester Division of 
New York Hospital-Cornell Medical Center in 
White Plains, New York. It covers current 
thinking on mental health topics relating to 
work and workers. 


MODERN TREATMENT oF TENsk Patients. By 
Edmund Jacobson, M.D, Springfield, Charles C 
Thomas, 1970. 452 Pp.; $16.50. A physiologist's 
Point of view on neuromuscular tension in 
various disorders. Dr. Jacobson describes two 
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technical methods of tension control, both 
based upon EMG specialized electro-neurom- 
Metry. 


THE NONPROFESSIONAL REVOLUTION IN MENTAL 
"HrarTH. By Francine Sobey. New York, Colum- 
- bia University Press, 1970, 239 pp.; $10. Pre- 
- sents the results of an NIMH study covering the 

work of some 10,000 paid and volunteer non- 
professionals in over 185 government-sponsored 
mental health programs. 


PAYING THE DOCTOR: SYSTEMS OF REMUNERATION 
AND Turm Errects. By William A. Glaser. 
Baltimore, Johns Hopkins Press, 1970. 323 pp.; 
$10. Using information from sixteen countries 
in Europe, the Middle East and the Soviet bloc, 
the author describes the effects of various pay- 
ment systems on the work and status of profes- 
sionals and the ways of organizing various pay- 
ment systems. 


PERSPECTIVES IN. COMMUNITY MENTAL HEALTH. 
Edited by Arthur J. Bindman and Allen D. 
Spiegel. Chicago, Aldine Publishing Co., 1969. 
718 pp.; $15. Fifty-five articles on all aspects 
of community mental health designed for use 
by a wide variety of mental health professionals 
and nonprofessionals. 


Tue PsvcHoLocvY oF SCHOOL ADJUSTMENT. 
Edited by Bernard D. Starr. New York, Random 
House, Alfred A. Knopf, 1970. 531 pp. $6, 
paperback. A survey of adjustment problems in 
school, focusing on the major types of students 
who have trouble and discussing sociological 
and cultural aspects of the school systems. 
' 
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Poverty AND HEATH. Edited by John Kosa, 
Aaron Antonovsky and Irving Kenneth Zola. 
Cambridge, Harvard University Press, 1969. 449 
pp; $12.50. Thirteen authors examine the 
poverty-health complex. 


Tue RIGHT TO Azortion: A PSYCHIATRIC VIEW. 
Group for the Advancement of Psychiatry Com- 
mittee on Psychiatry and the Law. New York, 
Charles Scribner's Sons, 1970. 75 pp.; $4.95, 
hardbound, $1.95, paperback. This report 
examines the question of abortion and concludes 
that abortion should be a matter of individual 
conscience and not a decision of the state. 


SociaL Stress. Edited by Sol Levine and 
Norman A. Scotch. Chicago, Aldine Publishing 
Co., 1970. 295 pp.; $9.75. Examines sources of 
stress in the family, work setting, social class 
position and degree of urbanization. The 
editors attempt to synthesize findings from 
various fields and to point the way to needed 
research. 


THEORIES AND METHODS OF GROUP COUNSELING 
IN THE ScHooLs. Edited by George M. Gasda, 
Ed.D., Springfield, Charles C Thomas, 1969. 
220 pp.; $7.50. Designed for the school coun- 
selor, this book describes methods of group 
counseling at all grade levels as well as with 
parents. 


Tue Woman Doctor: Her CAREER IN MODERN 
Menicine. By Patricia H, Beshiri. New York, 
Cowles Book Company, Inc, 1969. 240 pp. 
$5.95. A guide for women who want to become 
doctors. 


Film Reviews 


Drugs: Facts Everyone Needs to Know (29 
minutes, color, lómm, 1970) Produced and 
distributed by Fiorelli Films, Inc., Research 
Drive, Stamford, Connecticut 06906. Available 
for purchase at $300; rental, $25 per day from 
New York University Film Library, 41 Press 
Annex, Washington Square, N. Y., N. Y. 10003. 
Study Guide included with purchase. 


As a factual and direct approach to the ques- 
tions raised concerning drug use and abuse in 
today's society, this film is superb. Dr. Sanford 
Feinglass, Director of the Center for Drug In- 
formation, Research and Education, California 
State College at Hayward, explains in simple, 
understandable terms the categories of drugs, 
their characteristics, and results of their abuse, 
Quoting factual, scientific information only, and 
avoiding undue "scare" speculation are the 


The factual materia] in the film makes it an 
excellent educationa] tool for adults, especially 
parents seeking solid information. It can also 
be used with community groups, health and 
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mental health workers, teachers and others who 
are not drug experts but who are seeking some 
basic information to help prepare them to meet 
the problem. High school and college students 
will appreciate the factual, open and honest 
presentation in place of the many "propaganda" 
films they have become accustomed to. 


Shadows on the Mirror (68 minutes, color, 
16 mm, 1970). Produced and distributed by 
Cinevie Corporation, 5429 South Dorchester, 
Chicago, Illinois 60615. 


This film provides a 58-minute glimpse at the 
frightened and distressed world of the autistic 
child. Shot in a school for autistic and other 
severely emotionally disturbed children in 
Chicago, the film makes the viewer “feel” what 
it is like to be unable to express the real and 
imaginary fears of childhood. As the viewer 
watches Michael trying to understand where 
his ear is in comparison to his teacher’s, or 
Jeffrey continually playing in his tub of water, 
or Zenobia clapping and laughing because she 
is unable to cry or become angry, he begins to 
wonder what these children’s lives are all about. 
What is going on in Jeffrey’s mind? Why is it 
hard for Michael to Tealize that he will not fall 
apart? Why can’t Zenobia cry? 

The film is not meant for those interested in 
learning facts about autism. Rather, it is a 
Vicarious experience, filmed to elicit an emo- 
tional response to the life of children plagued 
with emotional illness, and thus to open discus- 
sion on the topic. The film would be good to 
use with any professional audience concerned 
with, or working with, emotionally disturbed 
children, Other audiences could include college 
classes in * exceptional Psychology and social 
Work, as well as those Preparing for careers in 
psychiatric nursing and special education. 


PAM WILSON, M.A. 
Washington, D.C. 
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LETTERS TO THE EDITOR 


To THE EDITOR: 

I found Mr. W. George Scarlett's article, “The 
Clergyman's Role and Community Mental 
Health" (54:3) dealing with a current concern 
of ours in community mental health program- 
ming. 

Helpfully, he pointed to the historical ante- 
cedents of the present identity crisis among 
ministers. However, it is not clear what he per- 
ceives to be the role of the clergy in the com- 
munity mental health movement. He speaks of 
the "essential task of the ordained minister", 
and identifies it variously as being "to repeat 
the same old story", "to witness a faith", “the 
salvation of souls and the continued faithfulness 
of a community". Yet, these tasks are not de- 
scribed in relation to the movement. Instead, 
it appears that the minister is to stand over 
against the movement, preferring to be "ir- 
relevant" to the community and "relevant" to 
his vocation. One wonders if the either/or 
category is the best approach to use in this con- 
sideration. 

Mr. Scarlett seems to push the minister's voca- 
tional uniqueness to the extreme in contending 


that "the clergy already have a kind of natural 
method for dealing with emotional problems". 
Whether one's method is natural or acquired, 
the real test is its effectiveness, which brings us 
back to the functionality of the minister. To 
rest the case finally by saying “to have faith that 
God, not man, is ultimately in charge" seems to 
overlook the community needs which man, and 
not God, is immediately responsible for. Man 
as a "caretaker" is as old as the Garden of 
Eden; this applies to community as well as 
conservation; and it was ordained long before 
ordination to a vocation called "the ministry". 
The role of the clergyman in community 
mental health is new, flexible, and exploratory. 
Mr. Scarlett has given us a conception of it 
which leans heavily on a traditional view of the 
clergy. 
Hopefully, more will be written to broaden 

the view and refine the role. 

R. Hugh Burns, B.D. 

Director 

Mental Health Program 

Henry County Health Department 

McDonough, Georgia, 30258 


On the therapeutic value of writing 


One should break the barrier of inhibitions which keeps one from writing creatively. 
—Undoubtedly not everyone has the gift to write imaginatively and yet skillfully. 
However—even though the writings of an ordinary soul may be of no great intrinsic 


value—the therapeutic actio 
on paper—the expression 
have a great soothing effect 
problems which arise in the twi 
being approaches the first limit o 
him from trespassing info gróund w 
fence but actually is an ynsolvab 
only way fo keep on living is to 
crazier and crazier as it is imposs 


This insanity is a weakness which results in action—effecti 
ay restore the strength needed to... 


in such action which m 
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n of simply putting down one's thoughts and feelings 
of one's irrational self in this all too rational world—may 
on souls which are tormented by seeming unsolvable 
isting interaction with other people. When a human 
f sanity—writing may become a tool which saves 
hich may seem more inviting, in leoking over the 
le maze of quicksand and whirlpools in which the 
push further and further into it—thereby getting 
ible to face the horrors one has passed already. 


ve profound action but only 


George Benigni 
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Publications from the National Association 


for Mental Health 


Policy and position statements on: 


Abortion 

The Disadvantaged 

Family Life and Sex Education 

Homosexuality 

Insurance Coverage 

Joint Commission on Mental Health of Children 
Report 

The Law and the Mentally Ill 

Manpower 

Marital Counseling 

Pastoral Counseling 

Right to Treatment 

Strikes by Mental Hospital Employees 

Suicide Prevention 

Violence and the Mentally Ill 


(Free uest from NAMH, 10 Columbus Circle, 
New York, N.Y. 10019) 


New and revised pamphlets: 


Clergy: Cl ’s Guide to Recognizing Seri- 
P n ena Illness—Single copy free. 
Ministering to Families of the Mentally 
Til—Single copy free. $6.50 per C 
Pastoral Help in Serious Mental Illness— 
Single copy $6.50 per C 
The Clergy and Mental Health—Single 
copy free. $6.50 per C 


Facts About Mental Illness—Single copy free. 
$1.87 per C 
Basic up-to-date statistics. 
Film Catalog (Selected Films for Mental Health 
Education)—free. 
Growin’ Up Ain't All That Easy—Single copy 
free. 556 per C 
'The need for services for mentally ill chil- 


dren. 
Guide for establishing an Information Service— 
25e each 
How to Deal with Mental Problems—Single copy 
Jee, $3 per C 
Do's and Don'ts for dealing with the emotion- 
ally disturbed. 
How to Deal with Your Tensions—Single copy 
free. $4 per C 
Eleven ways to deal with tensions. 
Insurance in Modern Mental Health Care—Single 
copy free. $3.50 per C 
The current thinking concerning insurance 
coverage for mental illness. 


Mental Health Manpower Kit—$2.50 per kit 
Contains the NAMH Statement on Man- 
power and $4 features mental health man- 
power programs covering examples of new 
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careers, new sources of workers (among them 
the disadvantaged) and innovative uses of 
volunteers. Can be used as a resource in de- 
veloping new mental health manpower pro- 

for universities, junior colleges, hos- 
pitals, clinics, community mental health cen- 
ters, professional organizations and local men- 
tal health associations. 


Mental Illness: A Guide for the Family (revised 
edition)—1-24 copies 50¢ each; 25th copy and all 
additional copies—35¢ each 

Handbook for families of the mentally ill 

NAMH Publications Catalog—free. 

Pierre The Pelican Series—Single set $1.00. $25.00 
per M without imprint. $30.00 per M with imprint 

A series of 28 pamphlets on child care for 
first-time parents 


Joint Information Service Publications 


(Bulk orders available from Publications Depart- 
ment, American Psychiatric Association, 1700 18th 
St., N.W., Washington, D.C. 20009. Discount for 
bulk orders.) The foint Information Service is spon- 
sored by the National Association for Mental Health 
and the American Psychiatric Association. 


Approaches to the Care of Long-Term Mental Pa- 
tients—$2.50 each. 

General Hospital Psychiatric Units: A National 
Survey—$1.50 each. 

Halfway Houses for the Mentally Ill—$6.00 each. 

Health Insurance for Mental Illness—$2.50 each. 

Partial Hospitalization for the Mentally Ill: A 
Study of Programs and Problems- (cloth) $6.00 
each. 4 or more copies $5.25 each. (paper) $4.00 
each. 4 or more copies $3.50 each. 

Private Psychiatric Hospitals: A National Survey 
—$1.50 each. 

Rehabilitating the Mentally Ill in the Commu- 
nity—$6.00 each 

The Community Mental Health Center: An 
Analysis of Existing Models—$3.00 each. 5 or more 
copies $2.50 each. 

The Community Mental Health Center: An In- 
terim Appraisal—(cloth) $6.50 each. 4 or more 
copies $5.25 each. (paper) $4.00 each. 4 or more 
"Rhe Peychiatrie Emergen 

e Psychiatric Emi : A Study of Patterns 

of Meu, 1966—$2.50 PS 5 or BRE copies $2.00 
[zT 


The Treatment of Alcoholism— $3.00 each. 

Legal Services and Community Mental Health 
Centers, Henry Weihofen, $2.00 each. 

The Staff of the Mental Health Center: A field 
study—$6.00 (hardcover), 4-9 copies $5.25, 10 or 
more copies $4.75. 

The Mentally Ill Offender: A Survey of Treat- 
ment Programs, Patricia K. Scheidemandel and 
Charles K. Kanno, $2.00 each. 
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Reprints from MENTAL HYGIENE 
(Write NAMH, 10 Columbus Circle, New 
York, N.Y. 10019) 


Changing Concepts: Care and Caregivers; Mata- 
razzo, Albee, Arnhoff, Bettis; Vol. 52, No. 2, 1968. 
25e 

Cigar Box to Personality Box—art "therapy" in 
junior high school; DeLara; Vol. 52, No. 4, 1968. 
15e 

The Citizen and Mental Health (includes list be- 
low); Vol. 50, No. 4, 1966. 35¢ 


The Citizen and Research; Kenefick 

Citizens in Mental Health—What Are They 
For?; Ryan 

The State Hospital in the “Bold New Ap- 
roach” to Care of the Mentally Ill; le, 
ryer, Easterling 

The Clinic and the Community; Simmons 

A Look into the Future of Psychiatry; Kubie 


Developing an Inner City Mental Health Asso- 
ciation; Bower and Elam; Vol. 54, No. 2, 1970. 15¢ 

Law, Society and Mental Illness (includes list be- 
low); Vol. 54, No. 1, 1970. $1 


Community Mental Health and the Criminal 
jus System, Shah 

evelopment of Community Mental Health 
Programs in the Civil Area 
Titicut Follies revisited: A Long Range Plan 
for the Mentally Disordered Offender in Mas- 
sachusetts, McGarry À 
New York's Mental Hygiene Law—A Prelim- 
inary Evaluation, Zitrin, Herman and Kuma- 
saka 
Who is Competent to Make a Will?, Weihofen 
and Usdin 
A. Radical View of Social Welfare and Mental 
Health, Ginsberg 
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Manpower and Training; Matarazzo and Cowne; 
Vol. 54:3, 1970. 25¢ 

A Mental Health Curriculum for the Lower 
Grades: Lombardo: Vol. 52, No. 4, 1968. 50¢ 

Mental Health Manpower (includes list below); 
Vol. 53, No. 2 1969. 25¢. 


Some Additional Perspectives on Mental Health 
Manpower; The Mental Health Manpower 
Dilemma; Bettis and Roberts 

Approaches to the Mental Health Man; 
Problem. A Review of the Literature; 


The Psychiatric Patient and the State Vocational 
Rehabilitation Agency: A Nationwide Survey of 
State Agency Practices; Wolfe, Havens, Jenks; Vol. 
47, No. 4, 1963. 15¢ 

Research in Mental Health: Results Obtained and 
Plans for the Future; Malamud; Vol. 43, No, 2, 1959. 
15¢ 

From Sitter to Citizen: A Project of Vocational 
and Social Rehabilitation; Isaacson; Vol. 42, No. 4, 
1958. 15¢ 

Schizophrenia—Breakdown in individuals at high 
risk for schizophrenia: possible predispositional peri- 
natal factors; Mednick; Vol. 54, No. 1, 25¢. 


A preliminary rej of a long range study 
partially financed by the NAMH. The investi- 

tors found a distinctive premorbid pattern of 
(ok in a group of adolescents who suf- 
fered psychiatric breakdown. This pattern was 
found to be closely associated with pregnancy 
and birth complications which could have 
produced anoxic states likely to damage cer- 
tain areas of the brain. 


Social Action for Mental Health; Levinson; Vol. 


41, No. 3, 1957. 15¢ 
Teaching for Personal Growth: An Introduction 
to New Materials; Borton; Vol. 53, No. 4, 1969, 15¢ 
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Notice to Subscribers 


With the current rise in printing and labor costs, MENTAL HYGIENE finds 
itself in the position of most publications, that of having to raise prices. 
The yearly subscription rate is now $10. Single copies are $3. 


If you are not a subscriber to MENTAL HYGIENE, why not send your check today and 
join the ranks of satisfied readers? 


Rates payable in U.S. exchange: 
Circulation Department, MENTAL HYGIENE $10 a year, U.S. and territories 


49 Sheridan Ave., Albany, N.Y. 12210 $10.25, Canada; $10.50 other foreign 
countries. 


Yes, I want to subscribe to MENTAL HYGIENE, starting with the ........... 
issue. 
My check for $........ , made payable to MENTAL HYGIENE, is enclosed. 


ANNA Eater cis PL SP a LC E ORC ER RIOT RD DOCTOR IODER CER aed eee vee sacl 


(zip code) 
Bates s dry +19 
e. e o 
ORDER BLANK 
Policy and Position Statements on: Reprints from MENTAL HYGIENE Pri 
Abortion 


The Disadvantaged 

Family Life and Sex Education 

Homosexuality 

Insurance Coverage 

Joint Commission on Mental 
Health of Children Report 

The Law and the Mentally Ill 

Manpower 

Marital Counseling 

Pastoral Counseling 

Right to Treatment 

Strikes by Mental Hospital 
Employees 

Suicide Prevention 

Violence and the Mentally Ill 


JIS Publications (single copy) 


Enclosed is my check or money order made payable to th i iation for 
Mic payable to the National Association 
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Some solid achievements . . . Much more to hope for... 


W Significant new treatments and Wi New treatments needed for — i 
improved treatment facilities mental illness resistant to avail- 

W Improved employment climate able treatments d s 
for the mentally restored Wi More and better facilities s 

W Special education programs for B More trained personnel 


disturbed children : 
@ Effective prevention programs 


Bi Improved after-care and ` 
rehabilitation services 


These hopes can be fulfilled if you . . . 
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Introduction 


In early 1958, Dr. Louis Reed!? con- 
A cluded his report on mental health coverage 
in the United States with a quotation from 
wh letter he had received from the director 
i 


4 $ i 
Payment plans and insurance carriers on 


Seems to me that the most important fact 
S that no one has any idea as to what the 


Financing Outpatient Mental Health Care 
Through Psychiatric Insurance 


_ The author describes research findings from studies on comprehen- 
sive psychiatric insurance and focuses on the experience of the Health 
__ Insurance Plan of Greater New York in a demonstration program which 
_ provided outpatient and inpatient psychiatric treatment with no upper 
| limit on the number of services and with no cost to the patient. The 
~ average annual utilization rate was between one and a half to two per- 
X... cent a year, with about fifteen services per year for each patient treated. 
— Results of the program, which gave a total of 16,264 services in a period 

~ of almost three years (with 60,000 subscribers eligible) led to an adop- 
tion of the plan for all subscribers to the HIP. 


would be if they were available on an in- 
sured basis. It is our hope, therefore, to 
extend coverage in this field bit by bit so 
as to learn as we go along, while avoiding 
too great a risk.” 

Since that time more than twelve years 
ago, there has accumulated a considerable 
amount of evidence on the kind of risk in- 
volved in insuring for psychiatric care, and 
also some experience in what happens 
when comprehensive psychiatric insurance 
is made available to a general and diverse 
population. This report describes research 


tics, Health Insurance Plan of Greater New York, 
i Madison Avenue, N. Y., N. Y. 10022. HIP re- 
sch reported in this article was done in collabo- 
> tion with Mr, Samuel Shapiro, Director of Re- 
H and Statistics, HIP and Dr. Sidney S. 
densohn, Director, Queens-Nassau Mental Health 
ce, HIP. The project was supported in part by 
‘arch grant MH 02321 of the National Institute 


of Mental Health, Public Health Service, and by 
grants for the psychiatric demonstration program 
from the New York Foundation and from the 
Division of community Health Services, Public 
Health Service (CH 3467). 

This article is adapted from a paper presented at 
“Conference on Mental Health Services and the 
General Hospital” at Pocono Manor, Penna., in 
July, 1969. 
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findings from a variety of studies which 
throw light on this question, and focuses 
particularly on the experience of the Health 
Insurance Plan of Greater New York in a 
psychiatric demonstration program which 
provided outpatient and inpatient psychia- 
tric treatment with no upper limit on the 
number of services and with no cost to the 
patient.” 


The Prevalence of Mental Illness 


There have been a number of studies 
which have examined the prevalence of 
mental illness in the general population, 
and particularly the prevalence of un- 
treated mental illness. Among the best 
known of these studies is the one conducted 
by Srole and his associates reported in 1962 
and which has become popularly known as 
the Midtown Study. From information 
obtained by direct interviews with a ran- 
dom sample of adults in midtown Manhat- 
tan, it was reported that 10 percent of those 
interviewed were bothered by an emotional 
problem which caused “severe” or incapa- 
citating interference with their life activi- 
ties. Another 13 percent were reported to 
have emotional problems with "marked" 
symptoms causing interference with their 
life activities—altogether 23 percent of the 
Midtown population had impairing emo- 
tional disorders. 

The Midtown researchers found that im- 
pairment from emotional problems was not 
equally distributed among all population 
groups. Some seemed more likely than 
others to suffer disability in life functions 
which were related to their emotional prob- 
lems. The prevalence of impairing emo- 
tional problems was found to be related to 
age, as shown in the following examples. 

Among persons in their 20s, 15 percent 
suffered impairment from an emotional 
problem; among those in their 30s and 40s, 
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23 percent suffered this kind of impair- 
ment; and among persons in their 50s, 31 
percent were impaired by their emotional 
problems. Moreover, some important dif- 
ferences were found among social and eco- 
nomic groups in the interference they ex- 
perienced from emotional problems. In the 
highest social and economic groups studied 
about 13 percent had impairing emotional 


problems—in the lowest social and eco- | 


nomic groups 47 percent had impairing 
problems. In general, the better off a per- 
son was socially and economically the less 
likely he was to have an impairing emo- 
tional problem. 

Another approach to the study of the 
prevalence of emotional disorders among 
the general population was that of Locke 
and Gardner in their study of family physi- 
cians and internists in Monroe County, 
New York.!? It was found here that 14 per- 
cent of the patients seen during a one 
month study period were reported by their 
physician to have a condition diagnosed as 


In all of the three studies 
cited in this report it was 
found that the average an- 


nual utilization was about one 
percent when mental health 
services became available on 
a prepaid basis. 


being a mental or emotional disorder. 
Among white persons, women were nearly 
twice as likely as men to have an emotional 
disorder reported by their physicians, and 
among both men and women the highest 
rates of psychiatric disorders were reported 
for those in the age group 35 to 54. Studies 
among family physicians in the Group 
Health Association in Washington, D.C. 
and in the Health Insurance Plan of 
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Greater New York have also given evidence 
of significant rates of emotional disorders 
seen by family physicians in their regular 
practice., 11 


Who Uses Mental Health Services 


These study findings represent only the 
beginning answers to our questions on the 
" insurability of outpatient mental health 
treatment. The impaired population in 
the Midtown Study and patients described 
by their physicians as having emotional dis- 
orders represent a group with elevated risk 
of requiring treatment and not necessarily 
| those for whom psychiatric treatment would 

be indicated. Acute but not chronic emo- 
tional disorders, such as those resulting 
from episodes of grief, for example, may 
not require psychiatric attention but may 

| be relieved instead through the normal 
passage of time and events. Thus, our 
next question is, “Who reaches treatment?" 
Although this report looks primarily at 

the experience with psychiatric utilization 
in settings where outpatient psychiatric 
treatment has been available on a prepaid 
insurance basis, it is interesting to look first 
at psychiatric utilization among popula- 
* tions where psychiatric insurance for out- 

Patient care was not generally available. 

These studies include settings in which care 

Was provided either through government or 

Privately sponsored clinics or by private 

Mental health practitioners to whom pay- 

Ment was presumably made largely through 

patients’ own, non-insured resources. 

x. In studies utilizing psychiatric case regis- 
| ‘ers from psychiatric clinics, in the state of 

Maryland and in Monroe County New 

York, utilization rates for adults in psychia- 

tic clinics were higher for Negroes than 

for whites, and for both whites and non- 

Whites rates were lower among the older 

38e groups? Information available for pa- 


: 
! Vol. 55, No, 2, April 1971 


Financing outpatient mental health care 145 


tients seen in private practice in Monroe 
County provides total utilization rates 
which were higher among women, among 
younger age groups with the peak at about 
35 years, and considerably higher among 
whites than among Negroes. 

The relationship between social class and 
outpatient psychiatric treatment was ob- 
served both in the Midtown Study and in a 
study of New Haven, Connecticut, by Hol- 
lingshead and Redlich.® Both studies indi- 
cate higher rates of treatment for patients 
in the upper social status groups. In the 
Midtown Study psychiatric treatment on an 
outpatient basis through clinics and private 
practitioners was more likely to be received 
by those in the upper socio-economic 
groups than those in either the middle or 
lower groups. Outpatient treatment rates 
for the upper socio-economic groups were 
double that of the middle group and nearly 
four times that of the lower group. A 
similar observation was made in the New 
Haven Study; that is, outpatient treatment 
was more likely to go to upper socio-eco- 
nomic groups than to middle and lower 
groups. 

Some understanding of what happens 
when outpatient psychiatric treatment be- 
comes available as a prepaid health insur- 
ance benefit comes to us through two 
psychiatric demonstration and research pro- 
grams conducted in New York City and 
through reports of the first year of experi- 
ence with a prepaid mental health benefit 
available to members of the United Auto 
Workers and their families. Research find- 
ings from these three programs provide us 
with an interesting range of settings in 
which prepaid mental health insurance has 
been provided, and their contrasts and 
similarities may hold important lessons for 
us. 

Ten years ago Group Health Insurance 
in New York provided psychiatric insur- 
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HIP had come to share the conclusion of others that ambula- 
tory psychiatric treatment is insurable. 


ance on a demonstration basis to a sample 
of 76,000 subscribers and dependents in- 
sured through the Family Doctor Plan of 
GHI. 'This program provided eligible en- 
rollees with coverage for the first 15 visits 
to the psychiatrist for which GHI paid $15 
and the patient $5 for individual psychi- 
atric sessions with participating psychia- 
trists in the community. For a 45-minute 
group session the patient paid $1 and GHI 
$8. 

The other program in New York City 
was conducted by the Health Insurance 
Plan of Greater New York among the more 
than 60,000 patients in the Jamaica Medi- 
cal Group in Queens? and was supported 
by the New York Foundation and the 
United States Public Health Service. HIP 
is a prepaid group practice plan which pro- 
vides its members with a complete range 
of medical and surgical, diagnostic and 
therapeutic services. Until late 1965 psy- 
chiatric coverage included visits to the psy- 
chiatrist only for consultative or diagnostic 
purposes rather than for psychiatric treat- 
ment. As part of the psychiatric demon- 
stration program a Mental Health Service 
was established in association with the 
Jamaica Medical Group. It was designed 
to determine the organization, cost and 
scope of a psychiatric treatment program 
that could be incorporated into a prepaid 
group practice plan through a modest in- 
crease in premium. "Therapeutic service 
was provided by a staff including psychia- 
trists, psychiatric social workers, and psy- 
chologists. Psychiatric service was provided 
to cover patients without an upper limit 
on the number of treatment visits, and 
treatment during the demonstration period 


was provided without cost to the patient, 
as were drugs used in therapy. As was 
the case before the Mental Health Service 
was established, patients were referred for 
consultation to the group psychiatrist by 
doctors of the Jamaica Medical Group. An 
important feature of the program was the 
integration of mental health services with 
the rest of the medical care program. At 
the diagnostic consultation the group psy- 
chiatrist decided whether the patient 
should be treated at the Mental Health 
Service. M 

The program of the United Auto Work- 
ers is a psychiatric insurance benefit that is 


now part of the health insurance coverage . 


available to all UAW members and their 
families. Outpatient mental health cover- 
age is provided as follows: The first five 
psychiatric treatment visits are without 
charge to the patient—there is no coinsur- 
ance or deductibles for these visits. There 
is a 15 percent payment by the patient for 


each of the second five visits, 30 percent 


for the third five visits, and 45 percent co- 
payment for all subsequent psychiatric 
treatment visits starting with the sixteenth. 
Benefits are provided on a calendar year 
basis and renewed each calendar year. The 
experience reported here is for the 1.1 mil- 
lion UAW members and their families in 
the state of Michigan eligible under Blue 
CroseBlue Shield for out-of-hospital psy- 
chiatric care benefits.5 

Let us look first at the overall rates of 
utilization of outpatient services in the 
three programs. In the GHI study the av- 
erage annual utilization among adults 20 
years and older of the psychiatric benefit 
was 7.5 per 1,000. In HIP, among adults 
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15 years and older, the average annual 
utilization for psychiatric consultation was 
11.4 per 1,000, and 8.3 per 1,000 had a psy- 
chiatric consultation and also at least one 
treatment visit. In their first year the UAW 
utilization was 6.6 per 1,000. 

Experience in the three programs with 
regard to utilization by men and women 
age 20 and older was surprisingly diverse. 
In the GHI study the average annual uti- 
lization for women was 8.4 per 1,000, for 
men 6.6 per 1,000; in HIP the average an- 
nual consultation rate was for women 17.9 
per 1,000 and for men 8.7 per 1,000. In 


- their first year of receiving services, men 


s 


and women with UAW coverage were al- 
most equal in utilization, 8.2 per 1,000 for 
women and 8.1 per 1,000 for men. In both 


GHI and HIP utilization was higher among . 


the age groups under 40 years than among 
those 40 and older, and preliminary find- 
ings in the UAW also indicate higher uti- 
lization by those in the younger age groups. 

The potential that prepaid mental 
health insurance holds for reducing the gap 
between upper and lower socio-economic 
Broups in their utilization of mental health 
care was particularly notable in the HIP 
experience. Here it was found that the 


* college educated were only about 50 per- 


cent more likely than those who did not 
complete high school to receive one or more 
treatment services. This contrasts sharply 
With the four-to-one and two-to-one differ- 
fntials between education groups experi- 
€nced in the absence of psychiatric insur- 
ance or where the patient was required to 
Pay a significant portion of treatment costs. 


How Mental Health Services Are Used 


With this background of who comes for 
Psychiatric care when this care is offered 


‘through prepaid mental health insurance, 


We are prepared to examine the nature and 
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volume of services received by patients uti- 
lizing these services. In this part of our 
discussion we will focus primarily on the 
HIP demonstration program? We shall 
present information here from our experi- 
ence with patients 15 years and older. In- 
formation for this group is available for 
the full period of the demonstration pro- 
gram from October 15, 1965, through 
December 31, 1968. 

During the nearly thirty months of 
screening by the medical group psychiatrist 
a total of 1,232 patients were seen for psy- 
chiatric consultation and screening. Of 
these 77 percent were accepted for treat- 
ment, 18 percent were not accepted, and 
for the remaining five percent treatment 
was deferred for various reasons. Nearly 
90 percent of the patients accepted for 
treatment appeared at the Mental Health 
Service for at least one treatment visit, 
Comparisons of rates of “no shows" during 
periods when there were short and long 
waiting times for treatment provided evi- 
dence that this problem could be signifi- 
cantly reduced by making psychiatric treat- 
ment available shortly after the consultation 
interview. 

During the approximately three years of 
the demonstration program a total of 
16,264 services were provided to patients 
15 years of age and older. Eighty-eight 
percent of these services were individual 
services with patients alone or with patients 
and members of their family (referred to 
as "joint services"), 11 percent were group 
therapy services, and one percent were test- 
ing services. The overwhelming use of 
individual out-patient therapeutic services, 
as opposed to group and other services, was 
also observed in the GHI study in which 
93 percent of the services provided were 
individual services, and in the UAW pro- 
gram in which 91 percent of the services 
were of this type. 
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Forty-one percent of all services provided 
during the demonstration program were 
given by psychiatrists, 54 percent by psy- 
chiatric social workers, and five percent by 
psychologists. 'There were marked differ- 
ences among therapists in the kinds of 
therapy they provided. Only 15 percent 
of the group therapy services were provided 
by psychiatrists; 55 percent of these services 
were provided by psychiatric social work- 
ers and 30 percent by psychologists. In 
contrast, 45 percent of the individual or 
joint services were provided by psychia- 
trists, 54 percent by psychiatric social work- 
ers, and one percent by psychologists. All 
testing services were, of course, provided 
by psychologists. 

There were also important variations in 
the distribution of time spent by each 
therapeutic discipline in treating patients 
in individual or joint sessions, that is, non- 
group sessions. Seventy percent of these 
services took from 45 to 60 minutes, or 
effectively a full therapy hour. Twenty- 
nine percent were less than 45 minutes in 
length and one percent were more than 60 
minutes. Among psychiatrists 56 percent 
of all services were less than 45 minutes 
and 44 percent from 45 to 60 minutes. 

Among psychiatric social workers only 
six percent of their services were less than 
45 minutes in length and 93 percent were 
from 45 to 60 minutes. It should be noted 
that group therapy sessions generally ran 
about one and one-half hours. In a typical 
session there were six or seven patients 
present. 

The average number of services per pa- 
tient age 15 and older at the end of twelve 
months of exposure to treatment is 14.22 
services per patient. This average, however, 
is based on a distribution of services with 
a range of one to 68 individual or joint 
services in a twelve-month exposure period. 

Twenty-nine percent of those receiving in- 
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dividual or joint treatment received five or 
fewer services during the twelve-month ex- 
posure period. On the other hand, 39 per- 
cent received more than 15 outpatient ses- 
sions from the Mental Health Service 
specialists, and 13 percent received more 
than 30 services during their first twelve 
months of exposure to treatment. 

Psychiatrists and psychiatric social work- 
ers tended to differ in the average number 
of services provided their patients during 
the first twelve months of exposure to treat- 
ment. The patients of psychiatrists received 
an average of 12.50 services during the 
twelve-month period compared with 15.93 
services for the patients of psychiatric social 
workers. 

On the basis of this psychiatric demon- 
stration and research program, HIP has 
come to share the conclusion of others that 
ambulatory psychiatric treatment is insur- 
able. The HIP psychiatric demonstration 
program has become the model for pro- 
viding mental health services to patients 
in all medical groups of HIP. Starting in 
September 1968, insurance for mental 
health care became available to HIP mem- 
bers through their contractor groups on a 
prepaid basis. As in the demonstration 
program, treatment is primarily directed to 
conditions likely to respond to short-term 
therapy. 

A premium rate has been determined at 
$.90 per month for a one-person family, 
$1.80 per month for a two-person family, 
and $2.70 per month for a family of three 
or more persons. This averages about $7.50 
per person per year when the distribution | 
of family size is considered. For this pre | 
mium, and without additional charge, in- 
dividual, family, and group therapy is pro- 
vided in one of three HIP Mental Health 
Service offices with no upper limit set on 
the number of treatment services. Hosp 
tal treatment is also provided as well as 
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drugs prescribed in the course of therapy. 
At the present time about 185,000 persons 
are covered by this new insurance rider. 
This premium rate was established using 
the following assumptions derived from in- 
formation coming from the HIP psychiatric 
demonstration and research program: 


(1) That over time the average annual 
utilization for all eligible persons 
would reach a level of somewhere 
between one and one-half to two per- 
cent per year; 

(2) That the average number of indi- 
vidual and joint services provided to 
each patient (including adults and 
children) would be about 15 services 
per year for each patient treated; 

(3) That group therapy services would 
continue to be provided, and that 
these would be about ten percent of 
all services; 

(4) That with planned improvements in 
arrangements for admitting eligible 
patients to general hospitals in New 
York City, the proportion of treat- 
ment services provided on an inpa- 
tient basis would increase from the 
four percent found in the demon- 
stration program to about ten per- 
cent. 


On the basis of the demonstration pro- 
Bram it has been determined that the fol- 
lowing staff is required to provide the 
described mental health benefits to a popu- 
lation of about 65,000 adults and children: 


one full-time psychiatric director 

two full-time psychiatrists 

one chief psychiatric social worker with 
à staff of six psychiatric social workers 

one full-time child psychiatrist 

one full-time psychologist for psychologi- 
cal testing 


Discussion 
Thus, in the past decade the information 
Bap on the insurability of outpatient men- 
‘al health care has been steadily closed. 
While epidemiological studies have con- 
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firmed that significant numbers of our 
population have some impairment from 
emotional problems, we know, too, that not 
all of these require mental health treat- 
ment services nor would all gain from this 
treatment. In all of the three studies cited 
in this report it was found that the average 
annual utilization was about one percent 
when mental health services became avail- 
able on a prepaid basis. The extent to 
which expected utilization may vary from 
one percent will depend on a number of 
factors. 

These factors include the nature of the 
psychiatric benefit offered and the charac- 
teristics of the population eligible for the 
benefit. Important too is the effort made 
by the insurer and by consumer groups 
to encourage appropriate utilization. To 
this end an important part of the HIP 
mental health program has been the in- 
volvement of the medical group family 
doctor in the mental health program. Con- 
tact between the Mental Health Service 
and the family doctor was maintained in a 
variety of ways. In a special research pro- 
gram which focused on the role of the 
family doctor in providing treatment for 
patients with emotional problems seen in 
his regular practice, it was found that the 
family doctor tends to bring to the atten- 
tion of the screening psychiatrist more pa- 
tients from population groups not other- 
wise likely to reach the psychiatrist than 
would a referral system based on patient 
self-referrals alone.’ 

We have also learned that in a setting 
where no upper limit was set on the num- 
ber of services provided, there was an av- 
erage of about 15 individual or joint ser- 
vices for adults. The volume of services 
may be particularly sensitive to the nature 
of the mental health insurance benefit, and 
there is merit to setting these benefits so 
that early treatment and continued treat- 
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ment are both encouraged. It should be 
remembered that nearly 40 percent of the 
HIP mental health patients received more 
than 15 visits in their first twelve months 
of exposure to treatment. 

Finally in considering the insurability 
of outpatient mental health care we must 
keep in mind that we are in a dynamic 
situation. 

In a review of surveys dealing with atti- 
tudes toward the mentally ill and mental 
health care, Halpert has observed increas- 
ing knowledge about mental illness among 
the general population and more enlight- 
ened attitudes toward the mentally ill and 
toward mental health care.5 The changing 
climate is reflected in the increase in the 
number of employee and union groups 
with outpatient mental health coverage 
and in mental health coverage provided 
through Medicare and Medicaid. 

We are also observing the stirrings of 
change in treatment for mental illness. 
"Therapy involving the one-to-one meeting 
between patient and professional therapist 
is being re-examined, while group therapy 
and family therapy as modes of treatment 
appear to be increasing in use. Thus, as 
we consider factors involved in insuring 
for mental illness it is well that we rely 
not only on the recent known experience, 
but that we leave room for innovation and 
flexibility in mental health treatment. 
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The Consequences of Program Evaluation 


Evaluation research is a vital part of today’s health, educational and 
welfare programs. However, all too frequently evaluation is carried out 
without adequate forethought about the consequences of the evaluation. 
For an evaluation to be maximally effective, the evaluator and the ad- 
ministrator must array the decisions that the administrator is willing to 


make. 


Then data must be collected that will enable a choice between 


the alternative but possible decisions. 


Evaluation research is directed to testing 
the effectiveness of psychiatric, medical, 
educational, and welfare programs. It asks: 
is this program achieving the goals it was 
designed to achieve? Among the better 
known instances of the evaluation of psy- 
chiatric care are the various studies re- 
ported in Gruenberg 8 and in Williams and 
Ozarin.19 Examples of evaluation research 
in other areas are the study by Hyman, 
Wright and Hopkins? of the effectiveness 
of a summer camp in changing attitudes 
and behavior, and the study by Meyer, 
Borgatta and Jones!? concerned with the 
Impact of social work practices on adoles- 
cent girls who were seen as having prob- 
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lems. Excellent reviews of evaluation re- 
search are found in Roberts, Greenfield 
and Miller? Suchman 18 and Wright.?o 


A Neglected Issue 


This paper is directed to one important 
consideration which has been neglected or 
minimized: the consequences of the evalua- 
tion and how these will or should affect the 
evaluation. By way of example, we will 
indicate how a concern with the conse- 
quences of evaluating a community mental 
health center can influence that evaluation; 
however our conceptions can be applied to 
the evaluation of any rehabilitation pro- 
gram. 

"Typically, this consideration is viewed in 
the following way: the evaluator, at the 
conclusion of his research, makes recom- 
mendations to program administrators who 
consequently make some decision about the 
program—either to change it or leave it as 
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it is.17 This decision and the resulting ad- 
ministrative actions, then, are the conse- 
quences of the evaluation. However, what 
we suggest in this paper is that the range of 
possible recommendations, that is, those 
which have some chance of being imple- 
mented, should be arrayed before the 
evaluation and should, in fact, influence 
the evaluation. 

Let us think of the program as consisting 
of several distinct elements—an element be- 
ing a particular set of activities carried out 
by a group of people. For example, in a 
neighborhood health center, one element 
might be the educational activities carried 
out by nurses and nurses' aides; in a com- 
munity mental health center, the inpatient 
Service constitutes one element. Then, 
prior to the act of evaluation, an adminis- 
trator might anticipate that one of the fol- 
lowing five decisions will be the conse- 
quence of the program evaluation: 1. The 
entire program will be terminated; 2. Some 
element(s) will be terminated; 3. There will 
be a change in the character of some ele- 
ment(s); 4. There will be a change in the 
relative "amounts" of the different ele- 
ment(s), or; 5. No change will be made. 

Having listed the possible decisions, the 
administrator and the evaluator should ask 
and attempt to answer: What kinds of data 
or information will lead to one or another 
of these decisions and; How does the 
evaluator obtain the best data that will en- 
able the administrator to decide between 
making no change and making one of sev- 
eral possible changes? 

The first step is listing possible decisions; 
the second step is listing the data necessary 
to choose between the alternative decisions, 
A third step is generating artificial data. 
That is, the administrator and the evaluator 
should imagine themselves doing the 
evaluation and think through to its end— 
conjuring up possible sets of data or results 
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and then making imaginary decisions 
based on the imaginary but alternative sets 
of data. 

Having done this intellectually, they can 
then revise the list of possible decisions, 
the kinds of data necessary for each of 
those decisions, and the manner of collect- 
ing the data. Perhaps they might perform 
the imaginary evaluation a second or third 
time. By going through this three-step 
process several times, they will not only 
improve the quality of the evaluation, but 
they will be better prepared for its results. 

This consideration is important. If the 
evaluation of any welfare activity reveals 
that it is not effective or that it is only par- 
tially effective and if no change results from 
this finding, then the evaluation was merely 
an exercise; it served no useful purpose as 
far as that welfare activity is concerned and 
it should not have been done? 4 Since a 
change may be called for by the evaluation, 
administrators must think through to the 
kinds of changes they will be prepared to 
make. 

Thus, evaluation research should be 
partly a dialogue between administrator 
and researcher. Before evaluating, the re- 
searcher should get the administrator to 
think of the kinds of decisions that the ad- 
ministrator will be prepared to make, the 
kinds of information that will enable him 
to select among the alternative decisions. 
Then the researcher should work to obtain 
that information. 


Two Examples 


In the remainder of this paper, we shall 
illustrate these ideas by sketching two ex- 
amples. These examples do not represent 
actual or finished evaluations, but rather 
guides to future evaluations. Both of these 
will be directed to the evaluation of ser- 
vices of a community mental health center, 
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although the concept of the community 
mental health center is not essential to the 
point of this paper. 

A community mental health center 1: 7, 16 
is a set of people—psychiatrists, clinical 
psychologists, nurses, social workers, com- 
munity aids—working under one adminis- 
trative roof who provide psychiatric care 
for members of some specified community; 
hence, the center is identified with that 
community. 


The Evaluation of Consultative Services. 


One of the activities of a community men- 
tal health center is consultation and educa- 
tion; center staff meet with teachers, doc- 
tors, policemen, social workers and other 
like individuals offering them information 
and advice that help them deal with 
people.?. 12 

As an example, suppose that in a specific 
community mental health center there is 
consultation with public health nurses, di- 
rected to four objectives: 1. to make the 
nurses more sensitive to psychological prob- 
lems in their patients; 2. to enable them to 
decide what to do about a patient with 
psychological problems—to refer him to the 
center or to provide him with whatever 
help they can give; 3. to improve the nurses’ 
Capacity to deal with and help patients 
With psychological problems; and 4. to con- 
sult with nurses about particular patients 
they have. All of these objectives are at- 
tempted in weekly conferences, 90 minutes 
long, attended by one psychiatrist and the 
group of public health nurses receiving the 
consultations. During the conference, one 
Or two nurses present cases (their experi- 
€nces with particular patients) that are dis- 
cussed, 

The administrator of the consultative 
services feels that the service is generally 
effective and should be continued. Hence, 
he is not prepared to terminate it and he 
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thinks there are no data which woud dictate 
that decision. Rather, his decision is either 
to leave it as it is or to change it so that it 
works better. He feels that as well as it is 
working, it could be working better. How- 
ever, he is not able to indicate what kinds 
of changes might be called for, which is 
why he would like to have the consultative 
services evaluated. 

The evaluator should not start evaluat- 
ing at this point. Rather, he should force 
the administrator to speculate about his 
service, as to some of the ways it may not 
be working well and how one would know 
that it is not working well. After their dis- 
cussions, they might conclude that one or 
more of the following could describe the 
consultative process. 


l. If psychiatrically trained nurses, 
rather than psychiatrists, provided the 
consultation, the public health nurses 
might become more enthusiastic about 
it, more responsive and more effective; 
there is, at present, too much distance 
between nurse and psychiatrist which 
reduces the effectiveness of consulta- 
tion. 

2. Some nurses are responding very well 
to consultation and are modifying 
their activities in dealing with pa- 
tients; other nurses are not. 

3. Public health nurses have responded 
quite well in meeting some objectives, 
e.g., referring patients to the commu- 
nity mental health center, but not in 
other objectives, e.g., giving suppor- 
tive therapy to patients. 


Forced to make this provisional analysis, 
the administrator is willing to make any 
one or more of the following changes in his 
consultation program: 1. substitute nurses 
for psychiatrists as consultants; 2. spend 
more time consulting with nurses who are 


154 


performing poorly; 3. spend more time con- 
sulting with all nurses, directing it to areas 
where they are performing less well; 
4. change the format for the consultation— 
for example, giving more emphasis to ther- 
apy and less to detection. 

At this point, the nature of the evalua- 
tion is quite different from what it was 
prior to the initial discussions between 
evaluator and administrator. The evaluator 
will realize now that the evaluation he is 
asked to make has become easier than it 
initially seemed. The question now is: 
what kinds of data will support the deci- 
sion for one or another of the possible 
changes? 

It might be that a simple questionnaire 
or paper and pencil test will provide suffi- 
cient data for making a decision; or a sim- 
ple experiment (some public health nurses 
receiving consultation from psychiatrists— 
others from psychiatric nurses) might be 
useful, The point is that the range of pos- 
sible decisions which can be made will 

. marrow the evaluation procedures. 

Inpatient vs. Day-Treatment Services. 
Two other elements of service in a com- 
munity mental health center are inpatient 
and day-treatment services, 

This example is an illustration of a differ- 
ent kind of evaluation—the assessment of 
the effectiveness of a particular allocation 
of resources to different services, Specifi- 
cally, the director of the community mental 
health center wants to evaluate inpatient 
and day-patient services relative to the al- 
location of money and personnel to each. 
He feels that he can take one of the follow- 
ing courses of action and desires informa- 
tion on which he can base his decision, 


1. Some portion of the rooms which are 
presently allocated for day-treatment 
services will be changed to inpatient 
rooms. Likewise, day treatment per- 
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sonnel will be allocated to care for. 
inpatients. - 
2. Some portion of the rooms and per 
sonnel which are presently used for 
inpatients will be changed for use by 
day patients. t 
3. No change will be made; the present 
“mix” is optimal. 4 
In other words, the director and his re _ 
searcher stipulate that, in general, if the 
need for inpatient treatment (or day treat- 
ment) exceeds the resources, then there will 
be a transfer of resources from one service | 
to the other. They assume that the present 
services are used not only to their capacity. 
(here they need to define capacity in order 
to validate this assumption), but perhaps 
"over-used" in that some patients are being 
cared for in one service when they should 
be cared for in the other. They decide 
they will periodically examine the patients | 
in each service and try to judge whether 
the treatment is appropriate for each pa 
tient. na 
Suppose that, from an examination of pa _ 
tients, they find: (1) Most inpatients could H 
not be adequately managed if they were — 
day-patients; (2) Some day-patients are not 
being adequately managed; they could be- 
better managed if they were inpatients. — 
That is, the need for inpatient services exc 3 
ceeds the resources; the resources allocated — 
to day-treatment apparently exceeds the 1 
need—at least, as judged by their examina- _ 
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tion of the patients being treated in these — 
two facilities. ag 
This begs the important question of - 
measuring the management of patients; we 
will assume that this issue has been resolved 1 
by an examination of the sleeping and eat- 
ing habits of day-patients and the kinds of : 
staff monitoring and intervention required - 
in managing inpatients.5. 11 f 
It would appear that, given the above re- 
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sults, the administrator should make de- 
cision one—that of diverting day patient re- 
sources to inpatient resources. Since some 
day patients need inpatient treatment 
which is being used to capacity, there 
should be an increase in inpatient facilities. 
However, this conclusion requires closer 
study. 

We should note the decisions that the 
administrator was not prepared to make. 
One such decision was that both inpatient 
and day treatment patient resources would 
be reduced. However, had this been a 
possible decision, then he would search for 
data that might prescribe it, i.e., data that 
would indicate that both inpaients and day- 
patients could be readily discharged from 
treatment. 

Likewise, no provision was made for the 
possibility that more of each service was 


It is relatively easy to show that a 
program can work better if more 
money, personnel and time are 
given to it. 

Ro oL oeend 


needed. And this is a more serious alterna- 
tive. It might have been the case that in 
this community there was a large unmet 
need for both inpatient and day-treatment 
services. However, the director would not 
learn of this need because he was not pre- 
pared to meet it. If there were unmet 
needs in the community, and if the evalua- 
tor followed the framework of the three 
Possible decisions given above, then he 
would probably learn: 1. Day-treatment 
facilities are being used to capacity, and; 
2. Some inpatients should be day-patients 
Tather than inpatients. "Therefore, the di- 
Tector concludes that he needs to increase 
day treatment facilities and decrease in- 
patient treatment; decision two is made, 
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However, now the administrator and the 
evaluator would be deceived because they 
do not know of the needs for inpatient 
treatment and possibly day-treatment in the 
larger community. Because the need for 
day-treatment is greater than the resources, 
some patients who would benefit from day 
treatment are not receiving it. Some in- 
patients for whom day-treatment is appro- 
priate are nevertheless retained as inpa- 
tients because their physicians feel that 
they cannot be discharged completely. And, 
there are people in the community who 
need to be hospitalized but must wait until 
a bed is available. 

At this point then, the administrator and 
the evaluator need to go back and recon- 
sider the range of decisions to be made, the 
kind of data to be collected and how it will 
be collected. If the community's needs for 
psychiatric care exceed the resources and if 
the administrator is unable to increase the 
facilities to satisfy these unmet needs, then 
the decision about the “mix” of inpatient 
and day treatment must be made on other 
criteria than those indicated above. 


Conclusion 


It is relatively easy to show that a pro- 
gram can work better if more money, per- 
sonnel and time are given to it. But 
money, personnel and time are scarce re- 
sources. The problem then is: given the 
amount of resources devoted to a program 
6, 10,14 does it work well enough? In the 
first example above, to make this judgment 
requires setting some standard of perform- 
ance for public health nurses in working 
with patients. After setting the standard, 
one asks: Do the nurses' performances meet 
the standard? What is the minimum 
amount of consultation which will enable 
them to meet this standard? How much of 
the scarce resources ought to be allocated 
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to achieving the minimum standards? In 
the second example, the concern is with a 
reallocation of resources to make the pro- 
gram work better. One asks: what realloca- 
tions are possible? How does one decide 
between different possible reallocations? 
In all instances the evaluation is a proc- 
ess carried on both by administrator and 
evaluator. Before the program is evalu- 
ated, the administrator lists the kinds of 
changes he is prepared to make. The kinds 
of data that will enable a choice among 
these alternatives are enumerated. Guided 
by the possible decisions that could result 
and by a sense of the data appropriate for 
making a decision, the evaluator designs 
and conducts the evaluation. In this way 
the program can be more easily revised and 
the evaluation will be useful and efficient. 
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Positive Carriers of Violence Among Chil- 


dren: Detection by Speech Deviations 


In this study, we explored a new way of detecting children prone to 
violence. It is based on hypotheses, first advanced by Rousey, that 
speech sounds are related to character structure and. personality dy- 
namics. We screened two hundred and thirty-nine children, mostly 
from low income families, for the capacity to articulate sounds, as well 
as for a variety of psychological and social indices. We found that chil- 
dren who exhibited a particular sound abnormality (the variant of the 
mid-central vowel r where the vowel r in bird is pronounced as burrd)* 
are indeed distinguished by violent-destructive behavior, independently 
reported. They also differ markedly in their family structure and their 
interpersonal milieu, when contrasted with a completely “normal 
sounding" group. The procedure has unique advantages as a diag- 
nostic tool in community mental health and merits further application 


with different populations. 


Conceptualizing violence analogous to an 
endemic disease with multiple causes, some 
of which arise from within the individual 
and some of which arise out of processes 
In the environment, allows a public health 
approach to the program of prevention. 
For this approach it is not necessary to 
know what causes a specific act of violence. 
Rather, we attempt to identify risk condi- 
tions at a latent or formative stage of the 


disease in order to find the most effective 
points of intervention. 

Long term follow-up studies of children, 
most notably perhaps those by O'Neal and 
Robins5 and O'Neal et aL,* show that 
children with severe social and behavioral 
difficulties are the criminal or sociopathic 
adults of tomorrow. 

Early works by Rousey * and Rousey and 
Moriarty ® have shown that certain abnor- 


Dr. Filippi is associate professor and chief of child 
Psychiatry, the Albany Medical College, Albany, 
N. Y. 12208. Dr. Rousey is a speech pathologist and 
audiologist at the Menninger Foundation, Topeka, 
Kansas 66601. Requests for reprints should be ad- 
dressed to Dr. Rousey. 


Vol. 55, No. 2, April 1971 


This article is adapted from a paper delivered at a 
joint meeting of the American Medical Association 
and the American Psychiatric Association, Chicago, 
TIL, 1968. 

*Phonetically this is written as 3, 
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malities of speech are significantly related 
to specific personality traits and dynamics. 
Theoretically, the mastery of the proper 
speech sounds in the course of acquiring 
communicative ability is closely related to 
the formation of the most enduring per- 
sonality patterns. The clinical application 
of this concept may be compared with ob- 
serving the annual growth rings of a tree 
to infer events during earlier growth stages 
which have left indelible traces. Since dif- 
ferent sounds are specifically related to dif- 
ferent developmental issues in early child- 
hood, it has been possible to formulate a 
number of specific hypotheses relating cer- 
tain sound deviations to interpersonal 
strains during different developmental pe- 
riods. Among these is a link between the 
appearance of the mid-central variant of 
the r (where the vowel r in bird is pro- 
nounced burrd) and a lack of control 
mechanisms for violence in the individual 
child. 
"Normally violent" behavior appears in 
the child in the second half of the first 
year of life, when he reaches a level of 
sensory motor development and selfinte- 
gration where destructive object related ag- 
gression (our definition of violence in this 
paper) becomes feasible. Simultaneous with 
the emergence of such behaviors, shaping 
processes begin, resulting over the next 
couple of years in some measure of internal 
control. We postulated that a lack of such 
controls would be reflected by the above 
mentioned, specific speech sound deviation. 
If this was so, then the deviation could 
be utilized as a detector for children vul- 
nerable in this way. Where not yet manifest 
in behavior, the potential for violence of 
such “positive carriers” can be inferred by 
psychological tests. The background of 
such “positive carriers” might also be ex- 
pected to be different especially with regard 
to the interpersonal milieu during the 
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critical age period of one-half to about 
three years of age. y 


Method of Data Collection and 
Description of Sample 


The children in this study were from a 
low income group seen for their physical 
and mental health as part of a comprehen- 
sive health services project (Children’s Bu- 
reau Grant No. 641). They ranged in age 
from the first week of life through age 
eighteen and were predominantly Negro. - 
All of the data were collected between 
October of 1967 and July of 1968. 
project operated mainly on an outreach: 
basis with systematic covering of a several 
block area. 
of basic information were done in the chil- 
dren’s homes. They were then seen at the 
health clinic, where, in addition to a base- 
line pediatric examination, a tape record- 
ing of their speech sounds was made and 
a three-person figure drawing (man, 
woman, and self) was obtained. 

The tape recording was transported to 
the speech pathologist's * office, carrying 
no other information than name, age, and 
sex of the child. The detection of the - 
deviations in speech sounds and inferences 
regarding children who were positive car- 
riers of violence were made blindly and 
independently of all other procedures. 

The figure drawings were processed in a 
similar manner by a clinical psychologist.** 
They were scored for an intelligence esti- 
mate according to Harris! and as a projec- 
tive test (Machover? and  Koppitz?) 
Among the projective inferences made 
were estimates of impulse control and/or 
mild neurological dysfunction. The pres- 


* The co-author. 
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ence of a dysfunction was considered as 
evidence supporting the inferences made 
on the basis of finding the aforementioned 
pathognomonic speech deviations. 

On each of the families a concerted at- 
tempt was made to secure abstracts of pre- 
vious contacts with community agencies 
(such as Welfare, Public Health Nursing, 
etc). Where possible, past school records 
were obtained. The psychiatrist * sur- 
veyed all data received from sources other 
than the speech behavior and the figure 
drawings and estimates of impulse control. 
The data relevant to a child's behavior and 
family functioning, except for some basic 
identifying information, were reported 
"spontaneously". That is, this was not the 
result of a specifically directed inquiry. 


I. Findings in the Children 


Two hundred and thirty-nine children, 
belonging to one hundred and twelve fami- 
lies, received a speech screening examina- 
tion. Twenty-six of these children were 
identified as positive carriers of violence, 
utilizing the criteria of the presence of the 
aforementioned mid-central variant of the 
vowel r. This represents an incidence of 
approximately eleven percent. Fourteen 
children showed no abnormalities of speech 
and are hereafter referred to as negative 
carriers of violence. This represents an in- 
cidence of approximately six percent. 

Psychological inferences regarding po- 
tential impulse control problems for the 
two groups were made on the basis of the 
figure drawings. With respect to intelli- 
gence, two of the twenty positives, but none 
of the fourteen negatives, fall clearly into 
the mentally retarded range. The estimated 
Intelligence of the negatives was on the 
average fifteen to twenty points higher than 


* The senior author. 
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the positives. This finding may reflect a 
greater capacity for varied forms of “pro- 
test” in bright children. 

In the positive group the inferences made 
on the basis of the speech findings were 
supported by fifteen ratings of poor im- 
pulse control and/or mild neurological 
dysfunction. Only five ratings contradicted 
the findings. Three of these disagreements 
were at the youngest age levels. On six 
children, also at the younger age levels, 
useful drawings could not be obtained. In 
the group labeled as negative carriers of 


The presence of a particular 
speech sound difficulty clearly 
distinguishes children with a 


tendency for violence from 
others who have better inner 
control. 


violence, none of the fourteen children 
were designated as vulnerable in impulse 
control. 

The judgments of the psychiatrist re- 
garding violent behavior were made on the 
basis of information that came to the staff's 
attention as a part of the general health 
inquiry. Typical statements supporting the 
positive speech findings were: “She flies to 
pieces easily, tears up things and kicks and 
screams”; “He strikes out violently, peri- 
odically kills all his pets"; "destroys school 
and craft supplies”; “during detection 
placement tried to jump out the window 
as well as giving several other children 
black eyes”; “She acts out with threats of 
using a pistol on herself and others and 
appears on the verge of losing control.” 

In twelve children in the positive group, 
the postulated weakness of impulse control 
is confirmed by reported behavior. In the 
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remaining fourteen children of this posi- 
tive group, no information regarding self- 
control was recorded. The absence of fa- 
vorable character descriptions in the posi- 
tive group is very striking when compared 
with the negative group. "Though concern 
about a child's behavior is likely to be 
brought to the psychiatrist's attention, 
statements pointing to unusual character 
strength may also be expected to emerge 
when appropriate. In the group of four- 
teen negative carriers nine were specifically 
described as stable and adequately ad- 
justed. Study of the data by age groups 
points generally to progressive surfacing of 
"good or bad" behavior with increasing 
age. 


II. Findings on the Families 


Of the twenty families with positive car- 
riers, eleven were “broken” at the time of 
testing and thirteen were considered as 
"broken" at age one-half to three years. 
Only five families were married at the time 
of the examination. Three families were 
married when the child was age one-half 
to three years. Four additional marriages 
were so unusual that they are best labeled 
as quasi-married. Two of those four were 
"formal marriages only", with husband and 
wife living separately at considerable dis- 
tances from each other. In the other two 
couples, the age differential was more than 
fifteen years. 

By contrast, eight of the eleven families 
with negative carriers were characterized 
by the parents being married, both at the 
time of the present examination and prior 
to the time the children were three years 
of age. 'There were two foster home ar- 
rangements in the negative carrier group. 
These homes were described as stable and 
able to provide a personal environment 

with respect to impulse control similar to 
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that of an undisrupted family. If these 
two families are added to the eight married 
families, we could characterize ten of the 
eleven families of the negative group as 
interpersonally stable. 

Lastly, some findings about the parents 
of positive carriers appear noteworthy, 
since they furnish corroborative impres- 
sions about the interpersonal climate in 
which such children grew. None of the 
parents appeared retarded and most of 
them reached at least high school. Fifteen 
of the twenty mothers were noted for their 
good working capacity outside the home. 
At the point of marital breakup, often a 
crisis event leaving the family temporarily 
destitute, these energetic women were re- 
ported in agency records as consumed with 
bitterness and rage. Often, there was 
marked deterioration of housekeeping stan- 
dards, resembling in instances an internal 
destruction of the home. With regard to 
the male parents in the positive group, the 
most outstanding reference was to "drink- 
ing problems". It is our impression that 
this refers not to alcoholism but to epi- 
sodes of dangerous release of aggression 
under the influence of alcohol. 


Discussion and Summation 


The usefulness of speech sound analysis 
for the detection of a child's potential for 
violence is supported by the findings of 
this study. The presence of a particular 
speech sound difficulty clearly distinguishes 
children with a tendency for violence from 
others who have better inner control. 
Again, the current and past family histories 
of such vulnerable children are strikingly 
different. The concentration of positive 
carriers among a very few families, with 
an unusual number of breakups and a high 
incidence of violent fights necessitating 
separations, indicates that these environ- 
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unobtrusive for child or family, and very 
economical in terms of use of professional 
time. Such virtues are a prerequisite in 
these days of need for large scale mental 
health screenings. 

In this study we explored only one spe- 
cific relation between a particular sound 
abnormality and a particular behavioral 
pattern. We are working on several other 
specific correlations, as well as clusters and. 
combinations of speech sound difficulties 
associated with certain personality habits. 

But already some of the unique advan- 
tages of speech sound screening as a detec- 
tion device can be gingerly stated: it can 
be administered by any person able to read 
and operate a tape recorder; it is very brief, 
taking on the average less than a few 


ments are indeed a breeding place for vio- 
lence prone children. 
The test of the speech sounds, employed 
in this study, is relatively simple to give, 
: 
y 


minutes to gather up the raw data; it can 
be given practically anywhere without ty- 
ing up office space, clinic schedules, etc. 
The data can be obtained anytime, such 
as evenings or weekends when working 
families are more likely to be available. 
The data can be professionally processed 
at a central location in approximately one- 
half hour per recording. 

Another important practical considera- 
tion is the nonthreatening nature of the 
procedure. Unlike written or verbal per- 
Sonality inventories, drawings or other arti- 
ficial tasks which carry connotations of 
revealing one’s thoughts, inadequacies or 
the possibility of putting personal things 
9n record, a speech performance which is 
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taped, appears less loaded with threat to 
one's self-esteem. The ability to speak 
clearly is for most people a learned skill 
usually not thought of as reflecting per- 
sonality problems. As long as the speech 
sound findings are viewed as indicators for 
potential behavior and not as a substitute 
for a comprehensive diagnosis of person- 
ality, as long also as it serves to identify 
individuals or populations at risk, but not 
to supervene the professional responsibility 
for large scale intervention, there should 
be no danger of abuse. 
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Bruce Fraser, Ph.D. 
Elsa Roberts 


A Reply to "Positive Carriers of Violence 
Among Children: Detection by 


Speech Deviations" 


The paper by Drs. Filippi and Rousey claims to demonstrate “a link 


between the appearance of the mid. 
(where the vowel x in bird is prono 


-central variant of the [English] r 
unced burrd) and a lack of control 


mechanisms for violence in the individual". In this reply we will not 
question the general theory on which this purported demonstration is 
based, namely, that speech sounds are related to character structure and 
personality dynamics, though an examination of this issue appears war- 
ranted. Rather, we will question their work, along the following three 


dimensions: (1) linguistic adequac 


tions. 


(1) Linguistic Adequacy 


There is one main point to be made here: 
certain dialects of English are normally re- 
ferred to by linguists as r-less, i.e., speakers 
of the dialects normally pronounce post- 
vocalic r as a mid-central vowel. This 
feature is found in the dialect spoken by 
many Southerners, Bostonians, and Blacks, 
Since the children studied were “predomi- 
nantly Negro” and from a low SES area, 
where it is highly probable that Black Eng- 
lish rather than Standard English is spoken, 
there is every reason to expect that most of 
the children were r-less and fell into the 
positive group. However, no correlation 
figures for r-lessness and race were given in 
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; (2) methodology; and (3) implica- 


the study, Thus any correlation between r- 
lessness and lack of self-control is suspect, 
unless of course, the authors wish to argue 
that all speakers of r-less dialects share this 
latent tendency for violence. 

A second point concerns a child’s acquisi- 
tion of language: various studies have 
shown that the phonological system of any 
language is acquired in stages; not all 
sounds or phonological distinctions appear 
at once *, In addition, the quality of the 
sound system may change through ado- 
lescence due to social factors (change in 
speech community, change in peer group, 
agegraded phonological difference). A 
“mature” Phonological system may not ap- 
pear until age 6 or 7, and even after it ap- 
pears, it may be subject to change until age 
16 or 17. Thus, to correlate r-lessness and 
violence for any person within this age 


* See Jakobson, R., Child Language, Aphasia and 
General Sound Change, (Mouton, 1968). 
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range is close to meaningless. Two year 
olds do not have the r they will have when 
they are five, and five year olds cannot be 
compared with fifteen year olds. There is 
no age breakdown in the figures mentioned 
in the study. 


(2) General Methodological Comments 


A. No indication is given with respect 
to the speech characteristics of the 199 chil- 
dren not discussed. Assuming 50 or so 
under 18 months and presumably not tape 
recorded, what was the r quality of the re- 
maining 149? They certainly have to lie 
somewhere between the two extremes cited. 

B. Of the positive and negative groups, 
what percent were Black and what was 
their age? As discussed in (1) above, many 
Blacks characteristically have an r-less dia- 
lect and this would account for some of 
the results. Since phonology changes with 
age, it is also essential to know the age of 
the r-less subjects. 

C. Why were the authors satisfied to 
draw any conclusions on intelligence from 
just the three tests? Why not a battery, 
including a figure test, Rorschach and 
TAT? In addition, wouldn't a Bender- 
Gestalt test for organisity have been more 
relevant than those given? 

D. What is the age of the 12 children in 
the positive group whose weakness of im- 
Pulse control was confirmed by reported 
behavior? Certain developmental stages in 
Children are characteristically typed by er- 
Tatic and sometimes explosive behavior and 
this might explain some of the results. 

E. We were given information about 12 
9f the 26 children in the positive group 
ànd about 9 of the 14 children in the nega- 
tive one. What about the remaining chil- 
dren in each group? The authors’ state- 
Ment that no information was recorded is 
hardly adequate. It is certainly not appro- 
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priate to take that evidence which supports 
a hypothesis and ignore or fail to evaluate 
possible conflicting facts. The following 
hypothetical argument demonstrates how 
such information might be used against 
their cause. Suppose all five of the 14 
negative children not reported on turn out 
to be lacking in self-control. This is ap- 
proximately 36% of this group, Let us 
now exclude the two mentally retarded 
children from consideration since the au- 
thors are clearly interested in only men- 
tally normal children. And let us also 
suppose that these two were among the 
original 12 lacking in self-control. Finally, 
let us assume that the 14 children of the 
positive group about whom no information 
was given all possessed self-control, since 
“concern about a child’s behavior is likely 
to be brought to the psychiatrist’s atten- 
tion . . .” (There is no indication that any 
psychiatrist ever saw these children since 
the information that came to the staff's 
attention was part of the general health 
inquiry). The 10 children remaining in the 
positive group of 24 constitute a figure of 
approximately 41%. Under these assump- 
tions, essentially the same percentage of 
children both confirm and disconfirm the 
hypothesis, Granted, we have no basis for 
these assumptions; but the authors have 
provided no basis to reject them, and they 
are asking the reader to believe in their 
results.* 

F. What does it mean for a psychologist 
to say that “none of the parents appeared 
retarded”? And on what basis can the au- 
thors conclude that the reference to “drink- 
ing problems” refers “not to alcoholism 


* There is an inconsistency about the number of 
members in the two groups: the positive group 
varies between 26 and 20; the negative group be- 
tween 14 and 11. We are assuming the higher 


figures. 
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but to episodes of dangerous release of ag- 
gresion under the influence of alcohol"? 

G. Again, what is the basis for the state- 
ments that within the positive group there 
were “an unusual number of breakups and 
a high incidence of violent fights necessi- 
tating separations . . ."? 


(8) Implications 


The most important question in this 
discussion is an ethical one: why was this 
study done? The section above on method- 
ology and the conclusion to the paper itself 
suggest that this study was not merely a 
scientific endeavor which coincidentally 
had real-life applications. Rather, it was 
designed to provide a tool to be used in 
weeding out “violence carriers” early. It 
is curious that the term violence is never 
defined by the authors. It is possible to 
infer from the paper that the term is used 
to label anyone who deviates from the ac- 
cepted norm for middle class behavior, just 
as speech differences are considered by 
these authors as deviations or abnormali- 
ties from Standard English. The discus- 
sion of family background in this paper 
substantiates the notion that the norms for 
acceptable behavior are middle class. *Un- 
stable" situations are those where parents 
were divorced or separated, although this 
environment may actually have been better 
for the children than a "stable" family 
where there was tension. Mothers of "'vio- 
lence-carriers" are described as being “con- 
sumed with bitterness and rage” and there 
is a “marked deterioration of housekeep- 
ing standards” in their homes. 

An alternative analysis of these facts 
might suggest that they are not accidental. 
The children in the sample are mostly 
lower SES children. This, by definition, 
means that their families earn lower wages, 
live in worse housing, and have access to 
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fewer material advantages than middle 
class Americans. People from this back- 
ground are more likely to speak out in 
protest against their lives: they have more 
to speak out against. For this reason, we 
would suggest that socio-economic factors 
underlie the difference between “normal” 
and “deviant” in dialect as well as in class- 
room behavior. 

The article makes an important value 
judgment: that it is desirable to find out 
which children are potentially violent (in 
the context of middle class norms) and to 
separate them. A tool which does this will 
have educational as well as socio-political 
consequences and deserves to be examined 
in the light of these broader consequences. 
We must be careful not to treat this ques- 
tion as purely one of “mental health”. 

To conclude, the authors display a lack . 
of understanding of the geographical and 
social distributions of r-less dialects. In 
Boston, r-lessness is not a stigma if part of 
upper-class white speech, but in New York 
its association with the speech of the lower 
class renders it socially less desirable. In 
areas of the South, all levels of society 
speak an r-less dialect, and r-lessness does 
Not serve to separate any economic or social 
class from another one. By choosing lower 
SES Blacks, who will very likely speak an 
r-less dialect, as the focus of the study, the 
authors seriously contaminate their data. 
In addition, the lack of careful method- 
ology and presentation of the entire range 
of relevant data makes their findings sus- 
pect, even assuming they would have any 
relevance. Finally, the political implica- 
tions of such a test and others like it are 
truly frightening. Given this new “tool” 
of diagnosis, the teacher already having 
considerable difficulty in dealing with the 
Blacks in the classroom, would now be in 
the position of using “scientific studies” to 
justify racism. 
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Marathon Therapy and Changes in 
Attitude Toward Treatment and 
Behavior Ratings 


It was hypothesized that male narcotic addicts undergoing a marathon 
group experience would obtain a more favorable attitude toward the 
hospital treatment program than a control group. Also, those patients 
participating in a staff-patient marathon were expected to have a greater 
positive change in attitude than those in an all patient group. 
Verbal responses of the participants indicated the experience was per- 
ceived as being beneficial to themselves and the treatment program in 
general, whereas, staff ratings of variables concerned with attitude to- 
ward the treatment program and personality revealed no significant 
differences between the marathon groups or between the marathon and 
control groups. Custodial Index change scores indicated no differences 
between the treatment groups although all groups changed in the direc- 
tion of a more humanitarian attitude. 


The marathon group is a therapeutic 
tool that is becoming increasingly popular 
in the field of mental health. Proponents 
of this technique assume that the fatigue 
and long hours of continual interaction 
produce a lowering of psychological bar- 
riers and defenses which result in bring- 
ing crucial problems into open discussion. 


Dr. Crowther is with the University of Southern 
Illinios in Edwardsville, Ill. Mr. Pantleo is a Re- 
search Psychologist at Denver Health and Hospitals, 
Denver, Colo. 80204. Requests for reprints should 
be addressed to him at the Psychology Department. 
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According to Casriel and Deitch: 5 "In 30 
hours they (the participants in the group) 
will achieve the 'double orientation' that 
one attains in a successful analysis of 
thirty months". 

However, very little empirical evidence 
is available to demonstrate the effects of a 
marathon group experience. Offering little 
more than impressionistic estimates, clini- 
cians believe the marathon experience to 
be of therapeutic value for their clients.5 8 


A brief version of the paper was presented at the 
Annual Meeting of the Rocky Mountain Psycho- 
logical Association in Albuquerque, May, 1969, 
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Bach 8 having done considerable follow up 
research on marathon groups found that 
over 58% of his respondents expressed posi- 
tive "after effects". Seventy-nine percent 
of his subjects reported “positive growth 
changes" concerning creativity and joy. 
Other authors report their subjective im- 
pressions based almost entirely on their 
experience in prior therapy situations. 
'Thus the subjective impressions of the 
therapist and the acclaim of the partici- 
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that a positive treatment session would 
change the patient's attitude toward the 
treatment program in general. 

It is assumed that attitude toward the 
hospital is dependent, for the most part, 
upon the patient's attitude toward the staff 
of the hospital. "Therefore, one additional 
independent variable was built into the 
design of the study. In the first marathon, 
the participants consisted of five staff of 
which one was a trained leader and five 
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.-. no discernible changes resulting from the marathon experi- 


ence were observed. 
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pants represent for the most part the basis 
on which the treatment modality is evalu- 
ated. In the present study, an attempt was 
made to assess treatment effects not only 
both as measured independently of the 
therapist and participants but also in a 
fashion similar to other studies, ie. using 
subjective opinions, Thus therapist and 
participant impressions represent one type 
of data while independent observations of 
participant behavior represent another. In 
theory, if the treatment is effective, both 
types of data should detect change. 

The patient population at the NIMH 
Clinical Research Center in Fort Worth, 
Texas, is primarily composed of male nar- 
cotic addicts who are undergoing rehabili- 
tative therapy. It was decided that the 
avowed goal of the hospital, to terminate 
drug abuse, was too general for use as a 
dependent variable. As a result, change 
in attitude toward the hospital and treat- 
ment program were selected since a posi- 
tive attitude toward treatment is presumed 
to be a preliminary step to successful re- 
habilitation; therefore, it was hypothesized 


addict patients; in the second, the. partici- 
pants consisted of nine addict;patients and 
the same leader. It was reasoned that 
the extended interaction with staff who 
were instructed to participate as equals 
rather than as therapists would cause pa- 
tients to perceive staff as persons who were 
there to help them with their problems 
rather than simply as authority figures. 
Thus it was hypothesized that a greater 
change in "attitude toward the hospital" 
would be evident among patients who had 
participated in a staff-patient marathon 
than among those in the all patient mara- 
thon. 


Method 


Subjects. The addict patient partici- 
pants were chosen from 20 patients who 
signed a list that had been circulated on 
all wards in the hospital requesting volun- 
teers for a marathon group. These per- 
sons were then randomly assigned to three 
groups: staftpatient group, all patient 
group, and control group. In this way, 
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five patients were in the staff-patient 
marathon group, nine in the patient mara- 
thon group and six in the control group. 
Due to the small number of volunteers 
comprising the control group, a second 
control group of 11 nonvolunteers was de- 
fined on a ward appearing to have the 
most cooperative attitude toward the proj- 
ect. Staff members were chosen for the 
staff-patient group by accepting the first 
four consecutive male volunteers. 

Questionnaire. All patients and staff on 
wards containing at least one volunteer 
were administered a questionnaire two 
weeks before the first marathon. This 
questionnaire contained a modification of 
Gilbert and Levinson's? Custodial Mental 
Illness Ideology Scale,* a scale designed to 
measure humanitarian vs. custodial atti- 
tudes among personnel in a hospital setting. 
Patients were asked to complete this form 
in terms of the way they felt the average 
staff person at the hospital would respond. 
Data was obtained from all volunteers 
and approximately 50% of the remaining 
nonvolunteer patients. 

In addition, all staff personnel on the 
volunteer wards completed a set of ratings 
measuring their perception of each volun- 
teer's attitude toward the hospital and that 
volunteer’s personality characteristics. The 
personality ratings employed items selected 
from Borgatta's behavioral rating form. 
In this way a composite of stalff ratings 
derived from nurses, nursing aides, physi- 
cians, psychologists and social workers was 
available for each patient. Since the 
number of staff persons interacting with 
each patient varied, an average of available 
ratings was used to provide a measure of 


* The modification of this scale consisted of chang- 
ing items to apply to a narcotic hospital and nar- 
Cotic abuse rather than mental illness. 
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staff perception of the individual. In a 
few cases, only two ratings were thus ob- 
tained but for most of the participants 
four or five staff persons provided ratings. 
No staff ratings were available for the 
control group of nonvolunteers although 
pre-post questionnaire responses were ob- 
tained from this group. 

Marathon procedure. The treatment 
modality consisted of a 24-hour period of 
group interaction conducted by a trained 
leader. The nine participants and the 
leader met in a small room used for therapy 
and conferences in which a one-way mirror 
was available. 

After the participants assembled, a half 
hour period of testing was executed, fol. 
lowed by an introduction of the observers 
to the participants. Five observers were 
then positioned behind the mirror and re- 
corded ongoing behavior throughout the 
experience. 

After meeting for approximately fifteen 
hours, there was a three and one half hour 
break for breakfast and rest. All group 
participants stayed together as an isolated 
group during this time. After the rest 
period, the group returned to the room 
and interaction continued for another six 
hours. 

Each participant's evaluation of the ex- 
perience was obtained by means of a ques- 
tionnaire and interview approximately 
40 hours after each marathon. After com- 
pletion of the questionnaire regarding his 

ception of the treatment, an interview 
was held to allow the participant freedom 
to express his personal, unstructured views 
concerning the experience. After com- 
pletion of the staff-patient marathon, two 
weeks passed before the patient group 
marathon was held. 'The custodial scale 
and staff ratings were re-administered one 
month after each marathon in order to 
provide post data needed to assess change. 
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Results 


Post marathon evaluation. Among the 
19 participants involved in the two mara- 
thons in the study, 17, or 90%, felt that 
they "had learned something valuable 
about themselves from the marathon ex- 
perience.” One person gave a neutral 
response to this question and one a nega- 
tive answer. A similar result was found in 
the interview responses to the question of 
whether the experience as a whole was 
beneficial. Whereas the staff reactions were 
slightly more ambivalent, with one member 
expressing a definite negative reaction to 
the experience, all of the patients felt the 
experience was beneficial One hundred 
percent of the participants, however, stated 
that they had learned something valuable 
about other people from the experience. 

In an attempt to assess their reactions in- 
directly, the participants were asked if they 
would like to participate in another mara- 
thon experience and if yes with the same 
or another group. Ninety-five percent 
responded "definitely yes". In response 
to group composition, only 53% said they 
would like exactly the same group and one 
person said he would prefer a completely 
different group. 

Concerning the relationship of the mara- 
thon to the hospital treatment program, 
ninety-five percent of the respondents felt 
that the marathon experience was “more 
helpful than other group experiences they 
had had in the hospital” while one hun- 
dred percent stated either definitely or 
possibly that marathon groups “should be 
included as a regular part of the hospital 
treatment program." The participants, in 
total, felt that definitely or possibly “most 
patients in the hospital could benefit from 
a marathon experience.” These responses 
seem to indicate that the participants per- 
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ceived the experience as beneficial to them- 
selves and to the program as a whole. 

During the interview, patients were 
asked to assess their emotional state on the 
night following the marathon. Nine out 
of 15 stated that they were in a state of 
turmoil or otherwise preoccupied with the 
experience. A number of persons volun- 
teered the information that they were 
emotionally disconcerted and slept very 
poorly after the experience. 

Pre-post data. Analysis of the average 
change in staff ratings for the scales mea- 
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One hundred percent of the par- 
ticipants ... stated that they had 
learned something valuable about 
other people from the experience. 


SSS 


suring patient attitudes revealed a slight 
trend for the staff-patient group to be more 
“positive toward treatment” and “more 
friendly with staff” after the marathon 
experience. However, analysis with a 
Fisher's Exact Test of Probabilities shows 
that these changes are not significant at 
the .05 level. There are no statistically 
significant differences between marathon 
subjects and the control subjects. 

There is, however, an interesting and 
significant finding concerning patient at- 
titudes toward treatment. When all groups 
are combined, there is a statistically sig- 
nificant change (.05 level) in the negative 
direction for ratings of “cooperative with 
staff”. Since all groups are found to change 
in this direction, it would appear that this 
finding represents a general negativism 
among staff rather than a change resulting 
from the marathon therapy. When all 
four scales are examined, there are 43 nega- 
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tive changes and 25 positive, also suggestive 
of a generalized negative attitude among 
staff. 

When the remainder of the staff rating 
scales are examined, there are no apparent 
differences between groups on the per- 
sonality measures. When all scales are com- 
bined, there are 53 positive changes and 
45 negative changes in ratings. Thus, 
these data fail to show any effects result- 
ing directly from the marathon nor a 
parallel generalized attitude change ap- 
parently resulting from lowered morale in 
the hospital. 

It was assumed that the attitude toward 
the hospital is to some degree measured by 
patients’ perceptions of staff responses to 
the modified custodial index. Low scores 
on this scale measure a humanitarian at- 
titude projected on staff while high scores 
indicate a custodial attitude. While it is 
likely that reported scores do not indicate 
the patient's true attitude, low scores do 
suggest that the patient has learned the 
"program" advocated by the professional 
staff in the hospital This in itself is as- 
sumed to reflect a cooperative attitude 
toward staff and hospital Analysis re- 
vealed the means for the volunteer group 
to be lower than either the control non- 
volunteers or the remaining patient popu- 
lation suggesting that the instrument was 
Successful in measuring the desired at- 
titude, 

The Custodial Index change scores pro- 
vide an interesting if not anticipated find- 
ing. Scores for all groups significantly 
change in the direction of a more humani- 
tarian attitude. Comparison of partici- 
pants and control group subject show no 
differences between the treatment groups. 
It is speculated that the additional atten- 
tion shown to all persons completing the 
pre-post questionnaires probably produced 
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the general positive attitude change ex- 
hibited in these data. 


Discussion 


The data presented here tend to confirm 
the prior finding that a marathon group 
experience will produce an enthusiastic 
positive attitude on the part of the therapist 
and the participants. Informal comments 
by patients several months after the mara- 
thon suggest that it was an experience that 
had significant psychological meaning for 
the participants. Both patients and staff 
felt the marathon should be included as a 
regular part of the treatment program in 
the hospital. On the basis of these findings, 
it may be concluded that in terms of par- 
ticipant and staff opinions, the treatment 
was a valuable experience. 

When other measures designed to reflect 
change resulting from the experience are 
examined, no statistically significant dif- 
ferences are noted between the experi- 
mental and control groups. Using the 
scores on the modified Custodial Index 
and staff ratings of participants as measures 
of patient attitude toward the hospital, no 
discernible changes resulting from the 
marathon experience were observed. "Thus 
the data collected did not support the 
first hypothesis concerning a change in 
patient's attitudes toward treatment as a 
result of the marathon experience. From 
these results it may be argued either that 
the measures used to assess external change 
are too gross, too unreliable, or unrelated 
to the actual behavior change, or simply 
that no change did occur. The fact, how- 
ever, that change in all groups occurred 
for staff ratings and for the Custodial 
Index suggest that the instruments were 
sensitive enough to detect some change 


processes. 
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"The second hypothesis predicted a greater 
change among participants in the staff- 
patient group than in the all patient group. 
When the available data were examined 
for distinctions between these groups, the 
results again failed to support the hypo- 
thesis. In this case, however, the small 
number of subjects in each group may have 
concealed any real differences that did 
occur. 

A finding of no difference, therefore, 
strongly suggests that behavior changes 
resulting from this type of experience are 
relatively trivial. As Mintz suggested, in 
discussing group therapy “. . . there are 
many purportedly curative experiences 
which can elicit warm testimonials al- 
though their objective value seems dubi- 
ous", 

The fact that participants are nearly 
unanimous in stating that they believe the 
experience has valuable psychological 
effects on their own lives suggests the need 
for further investigation of this phenome- 
non. While self statements in themselves 
reflect one type of change, there is a need 
to measure change independently of the 
participant. Perhaps examination of more 
complex psychological variables will yield 
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information regarding the effects of such 
an experience. 
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We Like Us 


The Attitudes of the Mental Health Staff Toward 
Other Agencies on the Navajo Reservation 


1 The authors examined the referral pattern of the mental health ser- 
vice toward other agencies concerned with services to an Indian reser- 
vation. They found that the staff's attitude toward the other agencies 


influenced their tendency to refer people for services. The most nega- 
tive attitudes were towards the Bureau of Indian Affairs—Branch of 


Education, and welfare agencies. 


The success of a community mental 
health program depends on its ability to 
cooperate with other agencies. We studied 
(and we believe confirmed) the hypothesis 
that our own distortions of other groups 
serving our patient population interfere 
With our effectiveness in collaborating 
work, 

The provision of comprehensive health 
care to more than 100,000 Navajo Indian 
Americans is the responsibility of the 
United States Public Health Service, Navajo 
Area Indian Health Service. This care is 


Dr. Schoenfeld is currently Assistant Professor, Dept. 
of Psychiatry, University of Texas Medical School 
at San Antonio, San Antonio, Texas 78229. Miss 
Lyerly is Mental Health Nursing Consultant, In- 
dian Health Service, Anchorage, Alaska and Dr. 
Miller is Assistant Professor of Psychiatry, Case 


Vol. 55, No. 2, April 1971 


provided by eight service units, which in- 
clude six hospitals, four health centers, 
their field and environmental health staffs, 
and an area office in Window Rock, Ari- 
zona, The Navajo Reservation covers 25,000 
square miles in northern Arizona, north- 
western New Mexico and southern Utah. 
Mental health services were minimal 
prior to July 1966 when a psychiatrist was 
added to the area staff. The goal was to 
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Western Reserve University School of Medicine and 
Staff Psychiatrist, Cleveland Metropolitan Hospital, 
Cleveland, Ohio. At the time this paper was 
written, the authors were with the Navajo Area 
Indian Health Service, Window Rock, Arizona. 


The views expressed are those of the authors and 
are not to be taken as official policies or statements 
of the United States Public Health Service or 


Navajo Area Indian Health Service. 
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develop a comprehensive Mental Health 
Program for the Navajo Indian Nation. 
Today, three years later (1969), the mental 
health staff has expanded to include three 
psychiatrists, two psychologists, a psychia- 
tric social worker, a mental health nurse 
consultant, and three Navajo community 
mental health workers. In addition, there 
are seven United States Public Health Ser- 
vice social workers and two social worker 
associates working as an integral part of the 
mental health program. All of the social 
workers and one of the psychiatrists are 
stationed permanently in the hospitals. 
The remaining staff offers services to the 
entire reservation population. Regularly 
scheduled clinics are held in all of the 
service units. In addition, consultation and 
educational services are available to indi- 
viduals and agencies serving the Navajo 
people. 

In October, 1968, a revised data collec- 
tion system for first visits of patients re- 
ferred for mental health services was initi- 
ated. Of the first 348 patients seen, 67% 
(233) were referred by individuals in the 
United States Public Health Service (other 
than the mental health team),* 60% (208) 
by the Bureau of Indian Affairs (94% of 
these by the schools), 14% (52) by tribal 
agencies, 14% (49) by state welfare pro- 
grams, 15% (52) were self referred, and 6% 
(21) from the state mental hospitals. 

After the first visit of the patient to the 
mental health professional, it was the pro- 
fessional’s responsibility to arrive at a dis- 
position. Of the 348 patients evaluated it 
was decided that 334 (96%) were to be fol- 
lowed by the United States Public Health 
Service. Of these 334 patients 243 were 
followed by a member of the mental health 


* A patient may have been referred by more than 
one agency. 
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team. The Bureau of Indian Affairs re- 
ceived 33 (995) referrals, tribal programs, 
17 (5%), state welfare services 6 (2%), and 
the state mental hospitals 17 (5%). AI. 
though the Navajo Area Mental Health 
Program was designed as a community 
oriented one, the present data indicate 
that the Mental Health Program does not 
refer patients back to the referring agency 
or to other community agencies that might 
be helpful. Our lack of referral to other 
agencies is even more striking when we real. 
ized that in many instances we were being 
asked only for an evaluation. 

It is hypothesized that patient referral to 
agencies is directly related to staff attitudes 
toward those agencies. An inventory was 
therefore designed to measure the mental 
health staff's attitude toward various agen- 
cies serving the Navajo people. Polarized 
adjectives such as helpful-destructive, per- 
missive-authoritarian, responsible-irrespon- 
sible, etc., were placed on a nine point scale 
in order to rate the following groups: 
United States Public Health Service; Navajo 
Area Mental Health Service; Bureau of 
Indian Affairs—Branch of Education; vari- 
ous welfare agencies including the Bureau 
of Indian Affairs; the Navajo People; Legal 
Aid Office of Navajo Economic Opportu- 
nity—DNA, Inc.; and the Navajo tribe. 

In August 1969, the Navajo Area Mental 
Health staff, including social workers met 
for a two and one-half day seminar. On the 
second day, the conference participants were 
asked to complete the attitude inventory. 
An average was calculated for each polarized 
adjective for each agency rated. These mean 
ratings were then grouped into three sub- 
groups reflecting mild, moderate, and severe 
attitudes. 

In general, the Bureau of Indian Affairs 
—Branch of Education was seen in the most 
negative terms. "They were rated as severely 
authoritarian; and moderately tense, ar- 
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Togant, prejudiced, inefficient, insensitive, 
retarded, sick, and destructive. None of the 
positive descriptive adjectives were used to 
describe this agency. Welfare agencies were 
seen in a similar fashion although some- 
what less negatively. They were seen as 
"moderately authoritarian, static, inade- 
quate, unrealistic, arrogant, stingy, immita- 
j tor, follower, prejudiced, inefficient, and 
- depressed. 

The United States Public Health Service 
‘Navajo Area Indian Health Service was 
"seen by the Mental Health Team in both 
positive and negative ways. They were seen 
as moderately tense, fearful, authoritarian, 
“and inefficient. On the positive side, they 
were seen as mildly helpful, intelligent, 
Teader, concerned, and responsible. The 
Navajo Tribal Government was seen in the 
Most neutral terms. They were described 
f as mildly intelligent, concerned, and under- 
Standing. In contrast, the Navajo People 
seen much more favorably than the 
Tribe. They are rated as moderately intel- 
t, practical polite, and permissive. 

#gal Aid Office of Navajo Economic Op- 
Portunity—DNA, Inc. was seen in the most 
It was described as moder- 
y helpful resourceful, active, leader, 
Betic, concerned, courageous, and un- 

tanding. It was also rated as moder- 
ately arrogant which some people have 
ed as a positive attribute for a legal 
ice involved in promoting social 
ge. The Mental Health Team rated 
elf in a very positive fashion. They were 
n as moderately concerned, intelligent, 
Ipful, resourceful, innovative, active, 
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leader, energetic, responsible, courageous, 
accepting, and understanding. 

The above results are consistent with the 
stated hypothesis, Referrals are made to 
agencies seen positively and few referrals 
are made to those seen in a negative light. 
The Navajo Area Mental Health Team 
members have the most positive attitudes 
toward their own organization and the most 
negative attitudes toward the Bureau of 
Indian Affairs—Branch of Education and 
the welfare organizations. It is clearly seen 
that while the Bureau of Indian Affairs 
refers to us, we see them unable to function 
as a helping agency and do not refer back 
to them. This is also true in regard to wel- 
fare agencies. In general, we feel positive 
about ourselves and do not trust other agen- 
cies to provide follow-up on patients we 
evaluate. These attitudes make it very dif- 
ficult to have a community mental health 
program with active community participa- 
tion. 

An energetic approach should be insti- 
tuted to remedy this problem as well as to 
evaluate the other agencies' attitudes to- 
ward the Navajo Area Mental Health Pro- 
gram. We feel that this problem is common 
to many community mental health pro- 
grams and suggest that it be remembered 
and investigated when a program finds it- 
self not using community agencies in its 
program. These attitudes between agencies 
must be recognized and worked through be- 
fore interagency cooperation can be accom- 
plished. This cooperation is essential to 
further the stated goals of interacting com- 
munity agencies. $ 


Robert J. Havighurst 


The Extent and Significance of Suicide | 
Among American Indians Today . 


Indian suicide rates are closely related to disorganized family life, 
alcoholism and loss of friends and relatives by death. Young Índian 


males have suicide rates 
males. 
Indian and white women. 


Widespread concern about the economic 
and social situation of American Indians 
has resulted in a good deal of soul-search- 
ing on the part of the white "establish- 
ment" in recent years. Serious efforts are 
being made to get at the basic causes of 
the problem, with the expectation that the 
federal government and the several state 
governments, as well as private agencies, 
will move to reduce the disadvantages of 
the Indian people. 

There has been much interest in the 
matter of suicide among Indians. The 
writer has drawn together a good deal of 
the data and presented them in this article 
as a contribution to a better understanding 
of the problems of Indians in this society. 


Mr. Havighurst is Professor of Education and 
Human Development, at the University of Chicago, 
and Director, The National Study of American 
Indian Education, University of Chicago, Lillie 
House—5801 Kenwood Ave., Chicago, Ill. 60637. 
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approximately twice those of young white 
There is much less difference between the suicide rates for 


Extent of Suicide Among 
American Indians 


The Public Health Service reports that 


the suicide rate for Indians of all ages is | 


about 11 per 100,000 and for the total 
population of the United States the rate is 
almost the same, 10.8 per 100,000. This 
figure is fairly stable from year to year 
for the total United States population, but 


it fluctuates somewhat for Indians, prob- | 


ably because the numbers are small. Thus, 
for the years from 1959 through 1966, the 
actual number of suicides reported for 
Indians ranged from 59 to 72, with an av- 
erage of 63.5. It is this average over an 
eight-year period which is the basis for the 
figure given above—11 per 100,000. 


Thus, an overall comparison of Indian | 


and non-Indian suicide rates indicates that 
there is no difference. 


sex. 
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But, there are sig- | 
nificant differences with respect to age and | 


Suicide among American Indians 


The Indian suicide rates are higher for 
adolescents and young adults than are the 
rates for non-Indians; but this is balanced 
by a lower Indian suicide rate for people 
aged 45 or over. This is seen in Table 1. 


TABLE I 


Suicide Rates for Indians and All 
Americans By Age Group 


Suicides per 
100,000 persons 
per year 
Indians * (1963-67) "Total U.S. 
(1965) 
Age Number Rate Rate 
10-14 6 1.7 0.5 
15-19 44 16.6 4.0 
20-24 72 39.0 9.0 
25-94 91 31.9 12.4 
35-44 61 25.9 16.0 
45-54 27 15.0 20.5 
55-64 20 16.1 22.6 
65 plus 13 10.5 22.9 
All ages 341 12.7 11.2 


The male suicide rate for Indians is al- 
Most 5 times as high as the female rate, 
but about 2.7 times as high as the female 
Tate for the total population. Averaged 
over the eight-year period from 1959-66 
inclusive, the rate for Indian women was 
3.8 per 100,000 population, compared with 
6.1 (in 1965) for all women in the United 
States, 

The relatively advantaged situation of 
older adult Indians and of Indian women 
Vith respect to suicide rates has been pretty 
Much ignored by people writing about 
Problems of Indian life and education, 


* The Indian data come from only the 24 states 
Which contain Indian reservations, with probably 
90 percent of the total Indian population. 


Source: U.S. Public Health Service. Vital Statistics, 
1965. Indian data provided by Dr. Michael Ogden, 
Indian Health Service, U.S. Public Health Service. 
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while they emphasize the relatively high 
suicide rates of Indian male adolescents 
and young adults, 


Interpretation of Suicide Data 


If we should attempt to use the suicide 
rate as an index of mental health, we 
should conclude that: (1) Indian adoles- 
cents and young adults have poorer mental 
health than the average for the American 
population, but Indian adults over 45 have 
better mental health than the average 
American; and (2) Indian females have 
better mental health than non-Indian fe- 
males in the United States, 

However, in the absence of an opera- 
tional definition of mental health, and 
since suicide rate has not been proved to 
be a good index of mental health, the 
writer is inclined to doubt the usefulness 
of such speculation. 

Suicides and Type of Schooling. The sui- 
cide rate from age 15-19 is about 4 times 
as high for Indian as for non-Indian youth. 
Some writers about Indian education have 
sought to tie this fact to the type of school- 
ing received by Indian youth. In particular, 
they have claimed that attendance at fed- 
eral boarding schools has a bad influence 
on the mental health of children and 
youth, and they have implied that the sui- 
cide rate is related somehow to boarding- 
school attendance. 

This claim appears to have no basis in 
fact. The incidence of suicide in boarding 
schools is very low. In fact, suicides at 
boarding schools are so infrequent that 
many experienced boarding-school direc- 
tors have never known a case throughout 
their career in boarding school work. 

Suicide Episodes. The history of suicide 
among young people in various countries 
points to some cases of a kind of contagious 
suicide. Small epidemics break out, con- 
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sisting of two or three or even more cases 
close together in time and place. This 
seems to have happened several times 
among Indian youth, and each episode has 
been publicised in a way that encourages 
the reader to believe that this was not an 
episode, but a typical recurring phenome- 
non. For instance, there was such an epi- 
demic at Fort Hall, Idaho, among the 
Shoshone-Bannock Indians, who numbered 
about 2,600. In the seven years from 1960 
through 1966 there were 15 suicides in this 
community, 13 of them being under 35 
years of age. Dr. Dizmang, who analyzed 
this phenomenon, found that most of the 
suicides culminated an experience of family 
demoralization, death of persons near to 
the individual, and excessive alcohol con- 
sumption. The seven-year record gave a 
suicide rate of 83 per 100,000. But the 
Navaho data over a 10-year period give a 
suicide rate of 10.3 per 100,000, which is 
close to the national average for whites. 

In a follow-up of the Fort Hall experi- 
ence, the author inquired of Joyce Hernan- 
dez (Chairman of the Education Commit- 
tee, Shoshone-Bannock Tribes) concerning 
Suicides at Fort Hall since 1967, who re- 
plied, “In the fall of 1967 we had a young 
youth who hung himself while serving time 
in jail. It became nationally known, due 
to the fact that Senator Robert Kennedy 
made his visit here shortly after it hap- 
pened. Suicide was determined on another 
young man who was supposed to have 
placed himself on the railroad tracks. 
There has been doubt on this case. This 
last case was a young man in his thirties 
who shot himself. Family problems were 
very evident." * 

Thus the annual suicide rate for the 10- 
year period from 1960-69 inclusive is 18/ 
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260,000 or 69 per 100,000 population. This 
illustrates the fluctuation of the suicide rate 
when a small population is studied. 

Another example of the epidemic qual- 
ity of suicide data is given in the case of 
the Quinault Indians, who live partly in 
a small community on the Olympic penin- 
sula of Washington. In 1964, Mr. Harold 
Patterson, Superintendent of the school 
district at Taholah, Washington, the Quin- 
ault community, presented to the U.S. 
Senate Subcommittee on Indian Education 
a memorandum entitled "Suicide Among 
Youth on the Quinault Indian Reserva- 
tion."3 He commenced with this state- 
ment: "My interest in this subject is occa- 
sioned by the fact that I have been in close 
contact with three youths who have killed 
themselves within the past two years 
(1962-64), and with about 12 others who 
have either attempted or threatened to do 
the same." "This statement was picked up 
and used by several writers and speakers 
as evidence of a high suicide rate in the 
Quinault area. But Mr. Patterson wrote 
as follows in 1969: "Contrary to what 
might be expected, occurrences of suicide 
have dropped to zero at Taholah. There 
have been recurrences of attempted suicide, 
some of which have been very close, but 
I cannot recall one successful suicide at- 
tempt since August, 1965.” ** 

He attributed the reduction of suicides 
to the Quinault Tribal Community Action 
Program operating under the federal OF 
fice of Economic Opportunity. This pro- 
gram provided local recreation facilities; 
and other programs also came to raise the 
morale of Quinault youth, such as the 
Neighborhood Youth Corps, the Educa- 
tional Counseling program, and the Health 
Services Program. 


* Personal communication to the writer, December 
10, 1969. 


** Personal communication to the writer, August 
21, 1969. 
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Suicide among American Indians 


Comparison of Indian and White Suicide 
Rates for Youth and Young Adults 


The comparative data of Table 1 indi- 
cate without question that the suicide rates 
for young Indians aged 15-34 are three to 
four times as high as the rates for whites. 
However, the Indians are different in socio- 
economic status from the average SES of 
the whites, and this fact should be taken 
into account in the interpretation of these 
comparisons. 

In the United States there is a relation 
between suicide and occupation or income, 
with men of lowest occupational status or 
income having the highest suicide rates. 
Since the average occupational status and 
income of Indian males is about the same 
as that of unskilled white males, we should 
expect the Indian suicide rate for all Indi- 
ans to be higher than the white rate for 
all whites. The U.S. National Office of 
Vital Statistics computed "standardized 
mortality ratios" for various causes of 
death, for white males in the labor force, 
aged 20-64, in 1950. The rate for laborers 
was 1.5 times as high as the rate for all 
Occupations. More recent data have been 
published by the Cook County (Chicago) 
Health Department? which give the suicide 
rate for the years 1959-63 for white males 
of "lower" SES as being 1.6 times as high 
as the rate for “middle” status white males; 
and the rates for non-white males (almost 
all Negroes) to be 1.5 as high for the 
"lower" as for the “middle” status group. 

Thus some of the differences between 
Indian suicide rates and white rates can 
be attributed to the socioeconomic differ- 
€nces between the two groups. 


Conclusions 


The facts are fairly clear, but the con- 
clusion much less so. When suicide rates 
9f Indian males are compared with rates 
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for white males in the United States, the 
rate for men under 45 shows a higher in- 
cidence of suicide among Indians, but for 
men over 45, the whites have a much 
higher incidence of suicide. There is much 
less difference between the suicide rates for 
Indian and white women, with the Indian 
rate considerably lower. 

The difference between Indian and 
white male suicide rates is partly, but only 
partly, explained by the difference in av- 
erage socioeconomic status of the two 
groups, since lower status men have higher 
suicide rates in the USA than middle status 
men. There still remains a difference, with 
young Indian males having suicide rates 
approximately twice those of young white 
males, when socioeconomic differences are 
controlled. 

There is no evidence relating suicide 
rate to the kind of schooling an Indian 
youth has had. In general, the Indian sui- 
cide rates are closely co-related with disor- 
ganized family life, alcoholism, and loss of 
friends and relatives by death. 
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Calvin J. Frederick, Ph.D. 


The Present Suicide Taboo 


in the United States 


Much attention has been given recently to Crisis Intervention and 
Suicide Prevention Programs throughout the United States. While 
these efforts are laudable philosophically, taboos against suicide still 
exist, even among professionals. This is supported through the use of 
anecdotal and clinical examples, existing national actuarial data, and 
conclusions found in an exploration of the attitudes of a small sample of 


college educated persons, 


both professional and non-professional. These 


groups compartmentalized thinking about suicide but the professionals 
were less aware of their attitudes and employed intellectualization and 
denial more frequently than non-professionals. 


In the last few years several significant 
developments have taken place which men- 
tal health professionals might hope would 
augur well for the reduction of the taboo 
against suicide; yet, their effects appear 
more limited and circumscribed than many 
professionals would like to believe. 


Some Current Achievements and Scope 
of the Phenomenon 


Particularly salient and worthy of note 
are a series of accomplishments stemming 
from the efforts of the Center for Studies of 
Suicide Prevention, which was established 
by the National Institute of Mental Health 


Dr. Frederick is Assistant Chief, Center for Studies 
of Suicide Prevention, Division of Special Mental 
Health Programs, NIMH, 12 B-01 Barlow Building, 
5454 Wisconsin Avenue, Chevy Chase, Md. 20015. 
He is also a member of the Medical Psychology 
faculty, Department of Psychiatry, at the Johns 
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so as to become fully operational toward the 
end of 1966. 

The National Clearinghouse for Mental 
Health Information has recently published 
a quarterly Bulletin of Suicidology * and a 
Bibliography on Suicide and Suicide Pre- 
vention ® prepared by Farberow containing 
over 3300 references covering data through 
1967. Whereas in 1958 there were only 
three suicide prevention centers, there are 
now nearly 200 throughout the United 
States. 

A Special Fellowship Program for Train- 
ing in Suicidology was developed in the De- 
partment of Psychiatry at The Johns Hop- 


Hopkins University School of Medicine and Asso- 
ciate Clinical Professor of Psychiatry (Medical Psy- 
chology) at the George Washington University 
School of Medicine. 


This paper is adapted from one presented before 
the World Mental Health Assembly, November, 
1969, in Washington, D.C. 
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Present suicide taboo in the United States 


kins University School of Medicine in 1967. 
The American Association of Suicidology, 
which was established for interested profes- 
sionals, held its first annual meeting in 
Chicago in the spring of 1968. 

Do all these recent and notable achieve- 
ments mean that the taboo against suicide 


| in the United States has been broken or 
' that great progress has been made toward 


that end? Categorically, the answer to both 
aspects of that question is "No". 

The remarkable aspect of the suicide 
taboo is that it is one which transcends all 
professional disciplines when, in fact, sui- 
cide prevention and taboo reduction could 
be areas to unite all professional disciplines. 
Suicide is not essentially a medical problem. 
It is not a legal problem, a sociological 
problem, a psychological problem, an an- 
thropological problem, a public health 
problem, a religious problem, or even an 
educational problem; but rather it is all 
these and more. A suicide attempt is still 
a crime in seven states. Persons who take 
their lives are still denied the last rites of 
the Roman Church unless the individual 
has been declared psychotic and is not in 
command of his mental faculties at the time 
of the act. Insurance companies retain dis- 
Giminatory clauses in their policies, in- 
duding lengthy waiting periods of one to 
two years, after the beginning date before 
the actual amount of the policy will be 
paid for a suicidal death, if at all. Many 
Psychotherapists prefer not to treat suicidal 
patients and they are traditionally regarded 
as unacceptable for group psychotherapy. 


Actuarial and Demographic Problems 


There is no uniformity of classification 
lor suicidal deaths in hospitals throughout 
the United States or in certification. of 
actual deaths by coroners or medical 
examiners. These data still remain as in- 
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accurate and confused as ever. The suicide 
rate, per se, in the United States is a totally 
inadequate measure of the extent of the 
real problem. But to report the informa- 
tion, such as it is, one can note that the 
suicide rate has varied but little over the 
last two decades in the United States. With 
rare exceptions, the rate has remained 
within the range of 10 to 11 deaths per 
100,000 deaths or about 1% of the total 
number of deaths per year in the popula- 
tion. The National Center for Health 
Statistics publication entitled “Suicide in 
the United States" covering data from 1950— 
64 includes the following statement: “Sui- 
cide is suspected of being grossly under- 
estimated in the statistics based on cause 
of death certification. A general reluctance 
to admit suicidal intent of friends and rela- 
tives and difficulties in recognizing it under 
certain circumstances, undoubtedly result 
in under-reporting. Various estimates have 
been made of the actual occurrence of sui- 
cide, some indicating that it is as much as 
twice the reported figure."" If one takes 
into account the attempted suicides and 
those contemplated or threatened, the 
actual incidence of known accounts of sui- 
cidal behavior is even more grossly under- 
reported. This serves to further reinforce 
the effects of the still present taboo against 
suicidal behavior. Under-reporting is a 
serious problem not only in terms of the 
lack of adequate baseline data for scientific 
study but also for clinical purposes in terms 
of recognizing the severity of a large 
epidemiological or public health problem. 
Instead of being the tenth cause of death, 
as is usually reported, the likelihood exists 
that it may well be fifth or sixth in reality, 
since accidental deaths are the fourth lead- 
ing cause of death in the United States. If 
many of these deaths which are recorded as 
accidental are actually suicidal, which most 
professionals believe, in fact, they are, then 
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the actual rate of suicidal deaths is ap- 
preciably more than the recorded number 
and cause for even more serious concern 
than that already shown. 

Since suicide prevention is of such a na- 
ture as to be a multifaceted and multidis- 
ciplinary phenomenon, one would suppose 
that the task of taboo breaking has been 
addressed through a number of avenues by 
the various disciplines. Yet, to the best of 
our knowledge, there has been no master's 
or doctoral thesis dealing principally with 
the topic of taboo in suicide or death 
written by a psychologist, sociologist, an- 
thropologist, social worker or public health 
specialist. This lack of focused interest, in 
itself, is a reflection of taboo about the 
topic of suicide and death. The paucity of 
accurate data in the field is appalling. Basic 
survey data are badly needed. 

One of the few articles devoted exclu- 
sively to the issue of the taboo of suicide in 
the United States was written by Shneidman 
for Taboo Topics? in 1963. In Karl Men- 
ninger's classic book, Man Against Hi imself,5 
published in 1938, some three and a half 
pages are devoted to the taboo aspects of 
suicide, Most professional reference books, 
journals, psychological and psychiatric ab- 
stracts do not even treat the topic of suicide 
itself, much less the special aspect of the 
taboo problem. One exception is a chapter 
in Arieti’s American Handbook of Psy- 
chiatry,’ which devotes itself in a general 
fashion to the problem of suicide. 


Use by Mass Media 


The fact remains that many newspapers 
still do not list suicide except where the 
death was sensational and deemed news- 
worthy because of that fact alone. Some 
newspapers and magazines, however, have 
been courageous enough to solicit material 
from the National Center for Studies of 
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Suicide Prevention to devote articles to the | 
topic since the Center's inception. Rou- | 
tinely, suicide by name is not mentioned 
over the radio or.on television other than 
where the article is treated as a special in- 
terest story or the topic comes up for an 
intellectual panel discussion. This phe- 
nomenon exists even though there may not 
be any overt policy decisions against it. 

Although there have been some chal r 
lenges placed before the governing bodies 
of certain orthodox religious groups in the 
United States on a number of issues re- 
cently, none of them have dealt with pro- 
scriptions about suicidal behavior or the 
taboos obtaining thereto. 


The Taboo Surrounding Suicide Notes 


This author * has been collecting suicide 
notes over the past several years in order to 
do psychological studies of them. While in 
Some cases, coroners, or those responsible 
for the care of such notes have been ex- 
tremely helpful and cooperative, in many 
instances, untold complexities attended the 
collection of these notes. In some cases, 
original notes would not be supplied at all, 
but only xeroxed copies were available. 
Elaborate procedures and red tape with re- 
gard to obtaining permission from the next 
of kin often have been necessary. In still 
other instances, total refusal to supply the 
notes has been encountered, even though 
the most definitive legal reassurances con- 
cerning anonymity for the victim's family 
or friends have been made together with 
an explanation that these notes were to be ' 
used only for scientific study. Further evi- 
dence of the taboo is shown by the fact 
that when the study began, colleagues of the 
author raised a question about whether or 
not he had really thought through the im- 
plications of doing research into the study 
of suicide notes. They suggested that he 
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was wasting his time, at the very least, be- 
cause few professional journals would con- 
sent to publish information on the topic. 
Moreover, he would become the victim of a 
double taboo; studying suicide was bad 
enough but studying graphology or hand- 
writing of suicide notes as well comprised 
an effort too foolish for any behavioral sci- 
entist to undertake, since he would be 


, studying not one taboo topic but two! 


i 


] 


An Investigation of Current Attitudes 
Concerning the Suicide Taboo 


In order to assess attitudinal differences 
and perceptions toward suicidal behavior in 
the United States, a private exploratory 
study was performed by the author. Since 
no data were available about the effects of 
suicide taboo, it was deemed important to 
examine how these affected attitudes and 


J whether or not there were differences 


among mental health professionals and non- 
professional persons. 


Method 


Forty professional and forty non-profes- 
sional individuals were asked to make judg- 
ments and to rank their attitudes toward 
tight popularly acknowledged undesirable 
behavioral events, though varying in degree. 
The professionals were all mental health 
Professionals working in clinics and in men- 
tal hospitals. None worked in a suicide 
prevention center, per se. 

The non-professionals were business 
People, all of whom had some college edu- 
‘ation. The behavioral events ranked were: 
lying; murder; cheating; suicide; robbing; 
adultery; marriage to a person of another 
teligion; marriage to a person of another 
Tace. Although there are numerous other 
behavioral events which could have been in- 
‘luded, a priori, these were deliberately 
chosen on the grounds that some arbitrarily 
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would be seen as much more unacceptable 
than others by various groups and the ex- 
ploratory information would be useful as a 
brief assessment. In addition, each-individ- 
ual was asked: “How would you feel if a 
member of your own family committed sui- 
cide?” The judges of both types were taken 
from different parts of the United States, 
They came from the West and the East 
Coasts and from the Midwest. They in- 
cluded individuals in large metropolitan 
areas as well as those in smaller cities. All 
were urban dwellers. In a modest degree, 
then, they were representative of mental 
health professionals and college ‘educated 
persons in the United States today, The 
investigator ranked the responses into posi- 
tive and negative categories. Since reactions 
to suicide were not thought to evoke in- 
difference, no third category of this type 
was used in assessing the responses. 


Results 


All but four of the non-professional 
judges grouped murder and suicide as the 
two most undesirable events. Incidentally, 
more than half the non-professionals also 
ranked marriage to a person of another race 
as extremely undesirable. These ratings 
were both in contrast to the assessment of 
professional judges who saw murder alone 
as the most undesirable and none of whom 
saw inter-racial marriage as most unde- 
sirable. Moreover, depending upon their 
particular values, the professionals saw 
lying, cheating, robbing and stealing as 
ethically quite unacceptable and near the 
bottom of the list. In fact, twenty-six pro- 
fessionals gave answers which were positive 
with respect to accepting suicide while four- 
teen gave answers which were classed as 
negative, that is, indicating lack of accept- 
ance of it. Among the non-professional in- 
dividuals, only four gave positive answers to 
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acceptance of suicidal behavior; thirty-six 
gave answers which were rated as negative. 
Without any previous statistical informa- 
tion on the topic, it could be assumed that 
there would be an equal, or 1:1 chance, that 
responses to suicide would be positive or 
negative. 

Chi-squares were computed to take ac- 
count of observed and expected frequencies 
in positive and negative categories for both 
professionals and non-professionals, when 
rating these presumed undesirable events. 
Among the professionals, the chi-square of 
3.6 revealed a probability of .07 which was 
not significant; however, among the non- 
professionals, the chi-square of 25.6 with a 
p of less than .01 was statistically very sig- 
nificant. In each instance, the percentages 
were as follows: for professionals, 6597 gave 
positive answers, 35% gave negative replies; 
among non-professionals, 10% gave positive 
replies and 90% gave negative answers with 
respect to their attitudes about suicide. 

A marked reversal in this trend was noted 
among professionals, however, with thirty- 
two of forty judges disclosing negative at- 
titudes toward suicide when the thought 
was personalized to affect one's own family. 
The chi-square of 14.4 is significant at the 
01 level. The ratings by non-professionals 
was precisely the same as those frequencies 
found in response to ranking undesirable 
events. Thus, the chi-square was also 25.6, 
significant at the .01 level of confidence, 
statistically. The percentages showed 20% 
of the responses to be positive and accept- 
ing while 80% were negative or unaccept- 
ing for the professionals when giving per- 
sonalized attitudes toward suicide. Since 
the frequencies were the same as those for 
undesirable event rankings in the non-pro- 
fessional group, the percentages were also 
10% and 90% for the positive and negative 
responses, respectively. 

Examples of positive replies given were 
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as follows: “Well, the individual obviously 
had difficulties and could not be personally 
blamed for it; he needed help.” “Suicidal 
behavior is irrational and aberrant, but it 
is an emotional disorder.” “I feel sorry for 
people like that and could not condemn 
them.” Negative answers can be shown by 
examples like these: “Well, he obviously 
was insane; anybody would have to be crazy 
to do a thing like that." "If a member of 
my family did that, I could never forgive 
them, no matter what!” “There is no excuse 
for that.” “A person who does that is a 
weak sister . . . It's a horrible thing.” 


Discussion 


The evidence indicates that an ongoing 
lack of acceptance of suicidal behavior con- 
tinues despite certain definitive marks of 
progress. Anecdotal and clinical examples, | 
the existing national actuarial data, and 
conclusions drawn from this exploratory 
study all tend to corroborate this impres- 
sion. 

The fact that the suicide rate has not 
changed appreciably in twenty years is 
Statistical evidence for the ongoing taboo, 
the lack of accurate data from coroners 
notwithstanding, because the same inac- i 
curacies have existed over a long period of 
time. 

It would have been useful to have ob- 
tained the services of other raters to estab- 
lish reliability and to expand the sample in 
both number and type, especially with re- 
gard to educational level and socio- 
economic status but such data go beyond 
the purpose of this pilot survey of educated 
persons. 

The results of comparing non-profes- | 
sional and professional attitudes against | 
chance, both in the ranking of behavioral 
events and when concerning a personal 
question, attest to the presence of the sui- 
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cide taboo currently operating in the 
United States. While the results show that 
significantly more non-professional people 
rank suicide as one of the two most un- 
desirable behaviors listed, one might expect 
this difference to obtain. Yet, one might 
also wonder why as many as 35% of the 
professionals gave answers which tend to be 
classified as negative in rating these behav- 
ioral events. Replies to the question affect- 
ing the rater's own family provides part of 
the answer; namely, that as long as suicide 
can be held at a distance and removed 
from one's personal life, effective intel- 
lectual techniques can be used to deal with 
it. The striking aspect of this result is 
that it discloses the similarity in attitudes 
between professionals and non-professionals 
in the personal realm, suggesting the uncon- 
scious or, at least, the pre-conscious exist- 
ence of the taboo, particularly among pro- 
fessional persons. 

Hence, the author submits the opinion 
that: (1) most people are apt to employ 
compartmentalized thinking about suicide 
and suicide prevention in the United States 
today; (2) both mental health professionals 
and some non-professional persons main- 
tain a compartmentalized bias toward sui- 
cide; (3) with college educated persons, 
taboo attitudes against suicide are likely to 
be unconscious and inadmissible among 
professionals but conscious and admissible 
among non-professionals. Thinking and 
feeling constitute the components of one 
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dimension while consciousness and uncon- 
sciousness comprise the essential aspects of 
another. It is possible to think consciously 
that the taboo ought to be broken, and yet, 
to retain strong unconscious beliefs and 
feelings against it. 

In essence, these factors demonstrate the 
current interdictive attitude or taboo to- 
ward suicidal behavior as it still exists in 
the United States today, both consciously 
and unconsciously. 
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Peter J. Blizard 


Beliefs About Disease and Alcoholism 


The author discusses alcoholism as it relates to Parsons’ concept of 
disease. Since alcoholism does not meet the criteria in that the sick per- 
son does not always recognize that he is ill, and the community does not 
accept it as a disease which cannot be cured by will power, the author 
suggests that our concept of disease muct be changed in order to bring 
about attitude change toward alcoholism. 


Introduction 


This paper is divided into two inter-re- 
lated sections: the first concentrates on the 
presentation of evidence relating to New 
Zealanders’ attitudes towards alcoholics and 
alcoholism; the second and more important 
section represents an attempt to incorporate 
notions about alcoholism into a much 
broader framework—that of a “theory of 
illness”. It will be argued that changes 
in attitudes towards alcoholism are un- 
likely to come about until people either 
re-structure their notions about it as a par- 
ticular example of a “disease”, or until they 
change their notions about disease as such. 


Methodology 


The sample of respondents (N—400) was 
drawn randomly, electoral rolls being used 
as the sampling frame. The site of the par- 
ent population has been shown to be rep- 


resentative of the New Zealand urban popu- 
lation in terms of the distribution of the 
sexes, age-groups, age-sex ratios and oc- 
cupational characteristics. The present sam- 
ple of respondents is representative in all 
these respects both of the New Zealand 
urban population, and of the parent popu- 
lation of which it is a sample. 

All respondents (N—263) were inter- 
viewed by the author. The present paper 
derives from the use of “case histories" and 
Of a set of semantic differential concepts 
and scales. The case history method pre- 
sents to respondents a series of descriptions 
of behaviour. Those used in the present 
study being a “normal person", a "com- 
pulsive neurotic", a “simple schizophrenic”, 
a “paranoid schizophrenic” and an “alco- 
holic”. Each of these persons was variously 
described as consulting one of five different 
types of help-source, these being “no treat- 
ment", a "priest", a "doctor", a “psychia- 
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trist" or a “mental hospital". Following the 
verbal presentation of each of these case 
histories, all respondents were asked a series 
of questions, these being: (a) Do you think 
that this person has anything wrong with 
him?; (b) (If *yes) Do you think that it is 
'serious?; (c) What sorts of things might 
have caused a person to behave in this way? 
Finally, all persons were presented with a 
pre-tested social distance scale and asked to 
indicate the extent to which they would 
socially accept or reject the described per- 
sons. 

In order to convey more clearly the meth- 
ods that were used, here is the case history 
description of the Alcoholic as presented 
to respondents: 


"Here is the description of a man—we'll call 
him John Ward. Imagine that he is a re- 
spectable person living in your neighbour- 
hood. However, he never seems to be able 
to hold a job down for long because he 
drinks so much. Whenever he has money in 
his pocket he goes out on a spree. He stays 
out until all hours drinking, and never seems 
to care much what happens to his wife and 
children. Sometimes jt says he feels very 
badly about the way he is behaving, he begs 
his wife to forgive him and promises to stop 
drinking. But he always goes off again." 


Hypotheses 


Among the hypotheses tested, some relate 
to the social identification of mental illness, 
Others to beliefs about the causation of 
mental ilIness and of alcoholism, and others 
to attitudes towards the mentally ill and to 
alcoholics. These hypotheses have already 
been stated in detail elsewhere? 9 Recent 
research suggests that two different factors 
determine the social identification (or visi- 


1 bility) of illness—these being the type or 
- pattern of behaviour, and the place where 


à person is undergoing treatment. These 
assumptions are based on the belief that 
Some types of behaviour are "more obvi- 


t Ously” indicative of the presence of illness 
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than are others (e.g., the skid row alcoholic 
contrasted with the executive alcoholic), 
and that some types of help-source are 
“more obviously” serious than are others 
(eg. the mental hospital as compared with 
the family doctor). The present study ma- 
nipulates both types of behaviour and dif- 
ferent help-sources, and then examines their 
relationship to identification*, In addition, 
identification is also related to some of 
the characteristics of respondents such as 
their age, education, and amount of previ- 
ous contact that they have had with men- 
tally ill persons and with alcoholics. Simi- 
lar hypotheses, in the null form, are then 
tested with respect to the perceived “serious- 
ness” of each of these types of behaviour. 

Essentially similar hypotheses are tested 
in relation to respondents’ attitudes towards 
alcoholics: these are assessed using a set of 
semantic differential concepts and a social 
distance scale. Similar hypotheses also re- 
late some of the characteristics of respon- 
dents to their beliefs about the causes of 
alcoholism and of mental illness. 

In summary: the present study sought to 
establish the extent to which a sample of 
urban-dwelling New Zealanders identified 
various forms of illness, and to highlight 
the bases on which they made such judge- 
ments. Additional data have been gathered 
on how “seriously” each of the behaviours 
was believed to be, what might have caused 
the behaviour, and the extent to which 
various types of behaviour incurred conse- 
quential rejection. 


Results 
The major results have already been 
made available1+, and they will be sum- 
marised here in terms of five proposi- 
tions: 


* The research design is, thus, a 5 x 5 Graeco- 
Latin Square. 
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l. Respondents identified the various case 
histories differently, and identification was di- 
rectly related to the type of described behaviour 
(p=<.0005) and unrelated to the type of help- 
source that the person was described as con- 
sulting. Respondents of different age and edu- 
cation did not differ in identification, but those 
with previous contact with the mentally ill or 
with alcoholics did do so (p= <.01—.001). The 
present pattern of results vis à vis identification 
compared very closely with those of recent 
American studies.5, 7, 11 

2. A similar pattern of results is evident with 
respect to the perceived “seriousness” of the 
various types of behaviour. The type of be- 
haviour is significantly related to judgments of 
seriousness or non-seriousness (p= <.0005), but 

ascribed help-source is not. The behaviours 
regarded as most “serious” were those of the 
Alcoholic (by 41% of respondents) and of the 
Paranoid Schizoprenic (by 62%). Respondents’ 
age and education are again unrelated to 
“seriousness”, but previous contact is so related 
(p=<.01). 

3. Beliefs about the causes of alcoholism fell 
into three distinct categories: a substantial 
group (33.1%) affirmed that “lack of will 
power” or of “moral fibre" caused the behav- 
jour. A second group attributed the behaviour 
to external stresses such as a “broken home”, 
the “existence of marital discord” or to “occu. 
pational difficulties" (26.6%). A third and 
much smaller group of respondents (13.3%) 
focussed attention on ersonality disorganisa- 
tion, asserting that the described behaviour was 
evidence of this. The remaining respondents 
(21.7%) offered no explanation, said it was 
"hereditary" (2.2%) or drew attention to chro- 
mosomal or biochemical deficits (3.1%). 
explanation was largely tri-modal—involving 
“moralist”, “environmentalist” or “personality- 


ificantly more 
often to “personality factors” (p=<.001). 

4. Patterns of social rejection are similar in 
form to those of identification. In the context, 
rejection is measured in terms of the number 
of steps on which the alcoholic was rejected on 
the Social Distance Scale. The alco olic was 
rejected by 95% as a marriage partner, a simi- 
lar proportion (93%) would not share a room 
with one, and 87% would not rent a room 
to an alcoholic. Just over three quarters of 
the sample (75.6%) would prefer not to work 
with alcoholics—that is, in the same job with 
them. In fact, over a third of all respondents 
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(33.5%) preferred to have no contact with al- 
coholics at all. Those types of behaviour most 
strongly rejected were the Paranoid Schizo. 
phrenic and the Alcoholic. The pattern of 
rejection, and its extent, was related to the 
type of described behaviour (p= «.0005), but 
was unrelated to ascribed help-source, or to the 
respondent characteristics of age, education or 
degree of previous contact. 

5. The pattern of semantic differential judg- 
ments, shown in detail elsewhere 1 merely serve 
to reinforce and back up the attitudinal data 
noted above: of all the concepts used—and 
these included "mentally ill persons"—the al- 
coholic is judged most harshly and rejected 
most strongly. 


Discussion 


This discussion will go beyond the re- 
sults as presented, and will attempt to show 
how this urban New Zealand community 
explains alcoholism to itself, and will then 
comment on the possibilities of attitude 
and belief change. These comments will be 
made largely within the context of Parsons!? 
"sick role theory". 

It has long been recognised that sick peo- 
ple occupy a distinct social position: they 
are freed from certain social obligations 
but are in turn required to observe others. 
Parsons has stated the nature of these obli- 
gations, and has, in formal terms, proposed 
a system within which sick behaviour is 
judged and evaluated. This system of ex- 
planation, which has received some degree 
of empirical confirmation ® 10, pays specific 
attention to the behaviour which is appro- 
priate to sick persons and to social reac- 
tions to sickness. Parsons’ propositions 
center on the following desiderata: 


(i) That a person who is sick is not respon- 
sible for it in the first place; and, that he 
cannot be expected to take care of himself 
and therefore he is expected to seek out treat- 
ment and cooperate in the therapeutic pro- 
gramme that is suggested. i 

(ii) In return for recognising that he is ill, 
and for cooperating in treatment the sick per 
son (or patient) is relieved of certain obligations 
vis à vis family and occupational responsibilities 
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—these often being legitimised in terms of state 
security and welfare provisions. 


From the evidence, a case can be made 
for asserting that (in New Zealand at least) 
physical and possibly mental illness is eval- 
uated within Parsonian terms, but that al- 
coholism is not. This would seem to be the 
case for two sets of reasons: firstly, because 
some of the characteristics associated with 
alcoholism, as a disease, come into conflict 
with this model of illness; and, secondly, 
because of respondents' beliefs about the 
nature of illness as such. 

Parsons requires that the person who is 
defined as “ ‘sick’ . . . wants to get well, 
that he cannot do so by a mere act of 
will . . . and that while the illness lasts he 
is not responsible for it." The alcoholic 
often fails to meet any or all of these re- 
quirements: many persons believe that an 
"absence of will power" caused the disease 
in the first place, and it might also be as- 
sumed that for many of them an "act of 
will power" is all that is required to re- 
move it. In short, for many of the respon- 
dents in the present enquiry—about a third 
—the alcoholic “can help it", "is respon- 
sible for it" and they do affirm that the 
disease is “self-inflicted”. 

Parsons also requires that the sick person 
"recognise that he is sick, that he express 
the view (both behaviourally and inten- 
tionally) that he wants to get better, and 
that he seeks out and cooperates in the 
process of treatment." There is a body of 
evidence ® which suggests that, often, al- 
coholics do not recognise their problems 
(illness), that they often assert that "they 
do not want to get better”, that they do not 
seek out help—it seeks out them; and, fi- 
nally, that there is often a marked disin- 
dination to "cooperate in the process of 
treatment”. 

In sum: both because of the beliefs held 
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about alcoholism in the New Zealand com- 
munity, and because of some of the observed 
clinical features of alcoholism as a disease, 
it does not seem to fit very well into Parsons’ 
model of "sickness". The importance of 
this absence of fit in terms of attitudes and 
attitude-change will now be considered. 

Contemporary research, while incomplete, 
indicates that four factors are of importance 
to attitude-change. These being the type 
of change that is envisaged (e.g., change in 
intellectual belief, vis à vis change in be- 
haviour) who affirms the need for change 
(i.e, the credibility of the communicator), 
the type of persuasive appeal that is used 
(e.g. flat and factual as opposed to personal 
and emotional) and, finally, inter-individual 
differences in capacity for and resistance to 
persuasion. In the present context only the 
first and last of these dimensions will be ex- 
amined. 

Previous research in a wide variety of 
areas suggests that attitudes contain a num- 
ber of different components: often, these 
are referred to as cognitive (intellectual), 
affective (emotional) and behavioural. Re- 
search also suggests that these various do- 
mains of attitude undergo change in differ- 
ent ways, and possibly at different rates. 
Speaking broadly it would he held that 
change in the cognitive or intellectual do- 
main is easier to accomplish than change 
in either the behavioural or affective re- 
gions: it also seems possible that cognitive 
changes are a sine qua non of other forms 
of attitude modification. Different measures 
of attitude reflect these different compo- 
nents of attitude: thus, the semantic differ- 
ential is essentially cognitive in nature 
whereas the social distance scale represents 
a measure of the behavioural domain—or 
more accurately that of behavioural intent.® 
Thus it can be seen that attitudes differ 
along two basic dimensions: they differ in 
terms of content and direction (ie. posi- 
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tive or negative towards an object), and they 
also differ in terms of the type of attitude- 
change that is sought—cognitive change 
would require a change in the ideas asso- 
ciated with a person (e.g., an alcoholic), but 
behavioural change would imply much 
more than this. 

The second aspect of attitude change— 
that of inter-individual differences in re- 
sponse to various types of persuasive appeal 
—is both much more complex and much 
less well understood. The issues involved 
can, in the view of the author, best be un- 
derstood within the context of person-per- 
ception—that is, within the context of the 
way in which people make judgments about 
people. Relating (some) of the processes of 
person-perception to judgments about the 
alcoholic it seems likely that the following 
factors are involved. First, judgments are 
attributive in nature, thus alcoholics are 
variously identified as sick, well, or as ma- 
lingerers. Second, judgments contain as- 
pects of social expectancy, thus the “sick” 
person, the “well” person or the “malin- 
gerer” behaves (or is believed to behave) 
in certain characteristic ways. Third, these 
various expectancies are evaluated—that is 
items of behaviour, or complete behavi- 
oural repertoires are 
“bad”, “desirable” 


that 
is, to “behavioural Out-puts” such as atti- 
tudes, opinions or beliefs, In addition there 
are, of course, "in-put factors", and in broad 
terms these will relate to those variables 
Which govern stimulus selection: by way of 
some examples, they may concern the atti- 
tudes that the person already holds towards 
alcoholics, they May concern the context 
within which the stimulus occurs (e.g., skid 
row alcoholics vis à vis executive alcoholics), 
or they may concern the aggregate of stored 
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information that a person holds about 
coholics as a class of persons. 


al- 


Thus, a model of person perception in- 


volves “in-put factors (stimulus, context and 
amount of information) some form of infor- 
mation processing, and a set of out-put vari- 
ables (ie, attributions, expectancies and 
evaluations). The task of the health educa- 
tor, or of anyone who would wish to change 
social attitudes towards alcoholics is three- 


tudes; second, to come to grips in a 
controlled fashion with the nature and 
complexity of attitude change; third, to de- 
velop programmes which effectively modify 
person-perception at a personal level. Let 
me now relate these somewhat theoretical — 
considerations back to the alcoholic and to 
the data presented in the first part of this 
paper. 

I have suggested that currently accepted 
beliefs about alcoholism come into direct 
conflict with accepted beliefs about the na- 
ture of illness itself. Taken in total the 
present paper suggests the need for two 
inter-related sets of changes. First, it will 
be necessary for persons to alter their con- 
cept of sickness so as to incorporate a wider 
range of behaviours; and, at the same time 
to consider and reconsider the bases om 
Which they judge such behavioural states 
as “sick” and "well". Second, there is a 
need to revise some of the stereotypes asso- 
ciated with the disease of alcoholism—and 
it is at this latter point that the processes 
of attitude change and person perception 
become of crucial importance. The present 
Tesearch strongly affirms the need for edu- 
cational communications whose purpose is 
to under-cut those beliefs which endorse 
“selfhelp, self-control and the exercise of 
will-power” as being either the reason for 
alcoholism or as a means of resolving such 
behavioural difficulties, 

In summary: the present paper has pre- 
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fold: first to understand the nature of atti- 


Beliefs about disease and alcoholism 


sented evidence which suggests that the al- 
coholic has come to fill that position that 
used to be occupied by the mentally ill: 
the alcoholic (and, quite possibly the drug 
user) is a case which is "in transition"— 
a type of behaviour which has yet to be 
accommodated into the community-held 
conceptions about the nature of illness. 
The task of health education is to shift and 
expand the meaning of sickness so that a 
wider range of behaviour is taken account 
of. Such attitude and belief changes will 
take much time and skilled effort: the au- 
thor does not hold the view that a mind 
which is greedy for information about al- 
coholism is, necessarily, a mind that will 
rapidly change attitudes and beliefs, as well 
as deeply ingrained patterns of personal 
perception, which have grown up as a con- 
sequence of a life-time of conditioning. 
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H. Kelly Naylor, Ph.D. 


State Grants-in-Aid for Private 
Community Mental Health 


Programs 


The author describes the State Grant-in-Aid Program, begun in 1965 
in Hawaii to provide financial assistance to private non-profit organiza- 
tions for projects relating to the promotion of mental health. A wide 
variety of agencies and projects made applications for funds and Te- 
ceived aid. This paper presents one possible model for state facilitation 
of the development of mental health programs in the private sector, and 
sketches some of the problems in the implementation and evaluation of 


these state-assisted private programs. 


In 1965 the Legislature of the State of 
Hawaii passed an Act relating to the estab- 
lishment of community mental health and 
retardation programs. One of the pro- 
visions of the Act authorized financial aid 
to “private non-profit groups, institutions, 
or corporations” to be administered by the 
Department of Health. An ad hoc com- 
mittee was created from the membership of 
the already existing State Comprehensive 
Mental Health Planning Committee to sur- 
vey financial needs of potential grantee 
agencies, to prepare recommendations re- 
garding budget and to draw up guidelines 
for the administration of the program. 
Later, this Committee was reconvened as 
the Advisory Committee to the Grant-In- 
Aid Program with the task of informing 
private agencies of the program, distribut- 


Dr. Naylor is Chief Psychologist of the Preventive 
& Clinical Services Branch, Mental Health Division, 
Hawaii State Department of Health, 550 Makapuu 
Avenue, Honolulu, Hawaii 96816. This paper is 
condensed from a report prepared for the Hawaii 
State Legislature, January, 1968. 
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ing and reviewing application for assistance 
and making recommendation to the Gov- 
ernor regarding the allocation of funds. 

In 1966 and 1967 an Advisory Committee 
was drawn from the membership of the 
Mental Health Coordinating Committee, a 
group appointed by the Governor to facili- 
tate the implementation of the Comprehen- 
sive Mental Health Plan. The coordina- 
tion of the Grant-In-Aid Program and 
necessary staff work has been provided by 
personnel from the Mental Health Di- 
vision, Department of Health. 

The description of the program covers 
project application received and projects 
funded for the five fiscal years from 1965- 
1970. A broad spectrum of health, social, 
education, professional and welfare agen- 
cies totaling 116 throughout the Islands 
were solicited regarding their interest in 
making application for funds. 

Budget: $30,000 has been allocated for 
each of the five fiscal years that the program 
has been in operation. The Department of 
Health had recommended that $50,000 be 
appropriated for fiscal year 1968-69. 
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Applicant Agencies. In the five year 
period 46 different agencies submitted a 
total of 84 applications, coming to requests 
for $831,408.00. Forty-six of the applica- 
tions were funded, representing a total of 
25 different agencies. 

As the program became better known a 
trend toward the increase in the number of 


- applications received can be noted, from 11 
„ the first year (of which 8 were funded) to 


23 in 1969-70 (of which 13 were funded). 
A wide variety of agencies was repre- 
sented among the applicants and included: 
General hospitals with psychiatric pro- 
grams; Rehabilitation agencies and shel- 
tered workshops; Salvation Army programs 
for both children and adults; Child & 
Family Services; YMCA and YWCA 
branches; Church groups; Educational in- 
stitutions; Medical clinics and associations; 
Alcoholism foundations; and miscellaneous 
specialized interest and service groups—i.e., 
Red Cross, Mental Health Association, Re- 
tarded Childrens Association, Big Brothers. 
The eligibility for assistance to private 
agencies was purposely broadly conceived. 
Funds were available to assist in the initial 
implementation or expansion of the follow- 
ing categories of programs: Promotion or 
Conservation of mental health and preven- 
tion of mental illness and emotional dis- 
orders; Informational and educational ser- 
vices to general public and to lay and pro- 
fessional groups; Consultation services; 
Diagnostic and treatment services; Day-care 
Services; Rehabilitative services; and other 
programs relating to mental health. 
Priority in assigning grants was based on 
the following factors: Comparative merits 
of the objectives and goals of projects sub- 
mitted; A plan for continued and stable 
funding of the program where continued 
Operation was envisaged; New or expanded 
mental health activities rather than supple- 
Mentation of existing services; and needs 
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of the community as set forth in the State 
Comprehensive Mental Health Plan and 
the recommendations of the Mental Health 
Coordinating Committee. 

In all but five cases the size of the grant 
was smaller than that asked, in most cases 
considerably less. The actual grants ranged 
from $1,000 to $10,000 with an average of 
$3,261.00. 

Over the five-year period, one agency 
submitted, five applications, five agencies 
submitted four applications, four agencies 
submitted three applications, and eleven 
agencies submitted two applications. 

Thus, 46% of the different agencies ac- 
counted for 71% of the applications re- 
ceived. Twenty-one agencies making multi- 
ple applications (46% of the total number 
of agencies applying) accounted for about 
50% of the funded applications. 

It would appear that a disproportionate 
share of the funds may be going to the 
larger, more aggressive agencies and that 
the hope that agencies would be able to as- 
sume funding of their own projects after 
one year was not completely justified. 

About three-fourths of the applicant 
agencies were on the island of Oahu 
(mainly Honolulu) and four-fifths of the 
grants were made to Oahu agencies. These 
figures are close to the proportion of 
Hawaii’s total population residing in the 
City and County of Honolulu (Oahu). 


Types of Projects 


Listed below are the seven main cate- 
gories of programs and number of projects 
not funded and funded under each. The 
classification of projects is somewhat arbi- 
trary since several might be justifiably cate- 
gorized under more than one heading (5 
applications for the same project have 
been omitted from the “not funded” 


column). 
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Not 
Funded Funded 
— —___. 
Promotion of Mental Health and 
Prevention of Mental Illness... 8 4 
Information and Education Ser- 
vices to General Public, Lay and 
Professional Groups...........,, 6 1 
Consultation Services.........,., 1 5 
Diagnostic, Treatment Services... 13 15 
Day Care Services 1 
Rehabilitation Services 8 
9ePeéeerkraresePotppadon go 1 


This breakdown shows a decided empha- 
sis on direct services especially diagnostic, 
treatment, and rehabilitation services. This, 
however, is not merely a result of the value 
judgments of the Review Committee, since 
à breakdown of the non-funded projects 
reveals a distribution similar to that ob- 


viduals served by the project or description 
of activities carried 
comments usually from the personnel 
viding the service but occasionally from the 
public receiving the service. 
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On the basis of one or both of the 
types of information, all 13 of the agen 
evaluated (representing 16 projects) | 
ited from the program. Unfort 
narrative reports from the agencies g 
amounted to "testimonials", Figure 
number of individuals served, etc., whil 
some cases impressive, nevertheless is n 
in the order of program description 
evaluation. 

In the case of two agencies, it was po 
ble to relate measurable program objed 
(other than the provision or expansion 
Services) specifically stated in the appli 
tion to outcome, 

The other agencies either stated progr 
objectives in terms of Operations, stal 


gree of goal achievement. 
On the positive side, none of these p 
grams "failed" in that they were unab| 
mount a program which followed re: 
ably close to their initial intentions, 
agreement had to be terminated thro 
failure to initiate or carry through a p 
ect, which is some tribute to the ene 
and know-how of the agencies involved; 
From the Department of Health's po 
of view, one important aim was to provid 
"seed" money to assist small pilot o 
demonstration programs not tried befo 
At least five of the 13 projects funded 


ects were experimental in nature but ¢ 
going at the time of application and wel 
funded from other sources as well. l 

In the first three years of operation a otal 
of 19 different agencies received grants 
About one-fourth (5) were for extension of. 
their original projects indicating at least à 
sufficient degree of success to interest the 
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agency in continuing the project if not ac 
tually funding it entirely on their own, 
Two of these projects have been assumed 
by the parent agency and one has been 
dropped. This indicates a modest degree 
of success in stimulating continuing new 
programs with state aid and may be a con- 
servative figure since other programs have 
been continued which were jointly funded 
by the state and the agencies involved. 


Summary and Conclusion 


The State of Hawaii's Mental Health 
Grant-In-Aid Program established in 1965 
has been proven a feasible technique for 
extending the impact of mental health pro- 
grams throughout the state, It represents 
one simple model for collaboration between 
government and the private sector. 

Its greatest advantages perhaps lies in the 
wide variety of approaches geared toward 
the improvement of community mental 
health which can receive governmental en- 
couragement with even modest expendi- 
tures, It is not necessary and probably not 
possible for government to enter directly 
into all the educational, health, welfare, 
etc, activities carried out by private groups 
which influence the mental health of the 
community, Further, it is increasingly 
recognized that effective community mental 
health programs require active participa- 
tion of many individuals and groups in 
the community, Mental health planning, 
in Hawaii at least, has led to the conclu- 
sion that meeting mental health needs in- 
*vitably involves consideration of human 
needs generally. The centralized coordina- 
tion of governmental efforts toward meet- 
ing human needs is a difficult task for a 
large bureaucracy. Small, private agencies 
often have a much greater capability for 
flexible and imaginative planning and de 
livery of services, 
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The state can utilize these agencies for 


Evaluation of agency effective. 
ness remains a major problem as it does in 
state run mental health It is 
made even more difficult because of the 
number of agencies involved and the inde- 
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Donald T. Lee, M.S.W, ACSW 


Recovery, Inc.: Aid in the 


transition from hospital to community 


The author describes a simulated Recovery, Inc. program that was 
conducted in a state hospital. The program attracted women and 
schizophrenic patients in disproportionate numbers. It was felt that 
the simulation of the meetings the patients might attend after release 


was helpful. 


Accelerated releases of mental hospital 
patients have forced professionals to re- 
consider present methods of giving after- 
care services. Not only have more patients 
been released, but duration in the hospital 
is growing shorter. Inevitably, patients are 
returning to the community less handi- 
capped socially by institutionalization. 
However, they may also have more residual 
symptoms. While the residual symptoms 
often are under some control through medi- 
cation, these symptoms are a source of fear 
to the patient and alarm to the family be- 
cause they are often precursors of rehospital- 
ization. 

Over 31 years ago Recovery, Inc. was 


Mr. Lee is Chief, Social Service Department, 
Camarillo State Hospital, Box A, Camarillo, Calif. 
93010. 


This article is adapted from a paper delivered to 
the Southern California Psychiatric Society in 
October, 1968. 
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started by Dr. Abraham A. Low, a psychia- 
trist. His approach was designed to enable 
his patients to carry out a self-help pro- 
gram which would permit them to control 
their symptoms. Today Recovery has 634 
groups 8 and 10 to 12,000 people attending 
in the United States and Canada. 

We thought that such a program would 
be of use to our patients at Camarillo in 
helping them bridge the gap between hos- 
pital and community. The use of self-help 
organizations has become more wide- 
spread 2 11 with some 265 different self-help 
groups identified nationally.* 

Recovery, Inc, differing from other 
groups in being started by a psychiatrist, 
also more systematically integrates self-help 
as an active concept into its program. This 
attracted our attention as a necessary Com- 
plement to present hospital.community 
treatment as well as some of the following 
aspects. 

This organization has a well-developed 
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Transition from the hospital to the 


program of leadership training and super- 
vision, weekly meetings are always held in 
public buildings available to all, patients 
may be referred by professionals or self- 
referred, and the meetings are open to in- 
spection by anyone interested. 

The meetings necessarily follow a struc- 
tured format of introductions by first names, 
voluntary participation in reading from Dr. 
Low's book, four members presenting exam- 
ples, "spotting" on the examples, a free will 
offering, then the question period for new- 
comers, and last, the period of mutual aid 
where individuals informally discuss Recov- 
ery methods. "This later phase is often car- 
ried on in some nearby coffee shop. The 
giving of examples is very important in 
showing how Recovery works. It follows 
four points: (1) a description of the event, 
who was there, and what was said; (2) the 
patient's description of his symptoms and 
his discomfort; (8) the patient's spotting of 
his temper and working-up process and (4) 
how the patient would have reacted to this 
situation before his Recovery training. The 
examples are limited to five minutes and are 
concerned with “some triviality of everyday 
Jite.” e 


Basic Premises of Recovery 


To better understand the panel examples 
and "spotting" it is necessary to examine 
four basic premises of Recovery: 

The first is that although most patients 
returning home from a psychiatric hospital 
are greatly improved they still have “resid- 
ual symptoms”. These symptoms are usu- 
ally described as various somatic manifesta- 
tions, or, as “restlessness, tenseness, and 
preoccupation”.* Low developed and mod- 
ified this later in describing, “What they 
(the returning patient) are mostly afraid of 
are terrifying sensations, threatening im- 
pulses, obsessing thoughts and depressing 
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feelings, that is, their own inner experi- 
ences.” * 

The second premise is the use of "Recov- 
ery Lingo". At Recovery meetings partici- 
pants may not use psychiatric terms, analytic 
concepts, nor religious or philosophical ex- 
pressions.* In fact, only Recovery language 
is used. Dr. Low explained that this was to 
keep inexperienced people from straying 
into areas of complexes, childhood mem- 
ories, dreams and the like, but it also serves 
to keep the group's attention on those 
things they can do to exercise the self-help 
concept.* 

The third is the very system of the Re 
covery method. In part this includes read- 
ing the book and attending meetings, but 
most of all it is the “spotting” process with 
its attending techniques for self-help. Here 
the word “spotting” is used in its meaning 
of "to note as suspicious; hence to recog- 
nize; detect”. In reading the book and at- 
tending meetings the patient is taught a 
number of Recovery concepts which he must 
recognize or detect in himself either as 
thoughts or behavior. This is spotting. 

The fourth is self-endorsement. Each 
member is told that he must endorse him- 
self (give himself praise) every time he 
makes the effort to use Recovery methods. 
He endorses the effort, not the success of 
his practice of the method. 


Program at Camarillo State Hospital ** 


The Recovery program held much prom- 
ise as an additional resource for our pa- 
tients leaving hospital and we thought that 
preparation in the hospital for attending 
groups in the community would promote 
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not discuss diagnosis, prognosis, 
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may they recommend physi- 
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better follow through. Consequently, we 
secured permission from the National Head- 
quarters of Recovery for carrying out a 
simulated Recovery program in the hos- 
pital. In keeping with the voluntary na- 
ture of Recovery we attempted to attract 
patients, and avoided all semblances of hav- 
ing patients assigned to the group. Most 
patients reported later that they came be- 
cause of the signs posted or because friends 
urged them to come. A few were referred 
by professionals. 

The in-hospital meetings follow as nearly 
as possible the community Recovery meet- 
ings. The major difference is that the hos- 
pital group has few if any experienced 
successful members to give depth in the Re- 
covery method. The author has attempted 
to fill this role. More recently we have de- 
veloped some patient leaders who have 
carried on meetings most effectively. 

Asa part of our program monthly evening 
meetings were held conducted by a commu- 
nity group from Recovery, Inc. These meet- 
ings enabled present patients to meet former 
patients now practicing the Recovery 
method to maintain their mental health. 
Meeting others who have made constructive 
changes in their own lives affords the hos- 
pital patient a more hopeful experience. It 
also gives patients the chance to meet and 
know some of the leaders and members of 
groups in the community helping bridge 
uncertainties patients have in entering new 
situations. 

In the Los Angeles area there are over 
fifty groups holding weekly meetings. Al- 
most every area is within easy access. A 
booklet published by the hospital of the 
meeting places, indexed by date and loca- 
tion, is given to all interested patients. 
Every meeting in the hospital includes a 

period for discussing the location of com- 
munity meetings, and patients are encour- 
aged to attend as soon as they leave hospital. 
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Evaluation 


This report spans the first sixteen months 
of our Recovery program, (Feb. '67-May 
'68). (Three and a half years later there 
has been no significant change in the types 
of patients attending as revealed in the data 
reported.) "There were 121 meetings held 
with a total attendance of 394 of which 364 
are being reported on. The average at- 
tendance was 11.6 patients per meeting. 
There were ten meetings with between 20 
and 32 patients, but these large groups are 
very difficult to conduct and were not en- 
couraged, as too many patients unfamiliar 
with Recovery impede the program. 

The median times attended was two, and 
62.995 (229) attended one or two times, 
while 37.195 (135) attended three to 51 
times, In many instances patients attended 
just prior to leaving hospital and were only 
available one or two times. Almost three- 
fourths (74.2%) of the patients who at- 
tended had been admitted during the same 
sixteen months period as these meetings. 
Most attended within a few weeks after 
their admission. Patients in the hospital 
for a year accounted for 10.7% of atten- 
dance, while 13.5% had been in the hospital 
from two to twenty years. (Admission data 
unknown for 1.6%). Among all the patients 
attending, 53.2% were committed and the 
remainder were voluntary (46.8%). This 
corresponds closely to the almost equal num- 
bers of committed and voluntary patients 
admitted over the past several years. 

This group did attract a disproportionate 
share of women patients. In admissions to 
Camarillo, 49.4% are women,! while 61.4% 
of those attending our group were women. 


** The author was most ably assisted during the 
early months by Leslie Schumann of our staff. Miss 
Schumann contributed much to this paper in addi- 
tion to sensitive work with patients. 
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Transition from the hospital to the 


Ethnic differences were most notable with 
the preponderance being white (94.0%). 
Negroes account for 8.7% of admissions to 
California hospitals! but 5.2% came to 
Recovery Other minorities were even 
more poorly represented, accounting for 
4.3%, of admissions! but only 0.8%, came 
to our group. 

Attention should be called to the large 
number of schizophrenic patients (53.6%) 
who seek out Recovery. The percentage of 
schizophrenics among first admissions is 
27.2%. Patients with psychotic depres- 
sions (12.1%) came disproportionately com- 
pared with first admissions (7.4%). This 
is further accentuated, with depressive 
reactions predominating among patients 
diagnosed as psychoneurotic (13.7%). Un- 
der-representation was found among pa- 
tients with Chronic Brain Syndrome and 
Personality Disorder diagnoses. 

There were marked differences between 
men and women attending Recovery meet- 
ings, with older women and younger men 
predominating. The median age for all 
patients was 37.7 years which corresponds 
with 38.8 years for first admission patients 
statewide.. However, the median age for 
men in our group was 33.0 years and for 
women 40.8 years. 

There were many more single men 
(51.4%) than single women (24.1%) in the 
Recovery group and more divorced women 
(29.0%) than divorced men (23.6%). 

Protestants predominated with 55.5% in 
Recovery group versus United States Census 
of 66.192539 There were 23.376 Catholic 
patients attending versus United States 
Census of 25.7%.1° The census shows 3.3% 
of U.S. population Jewish 19 while our 
group had 12.5% in this category. 

Recovery is a highly verbal-oriented pro- 
gram, therefore educational level might be 
expected to play a significant role in the 
self-selection process. This is borne out by 
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our findings that more patients had partial 
college or completed college (28.6%) than 
had less than high school education (25.8%). 
There were also more high school graduates 
in the Recovery group (35.2%) than among 
statewide patients (24.4%). 


Conclusions 


The Recovery method is not only of im- 
portance as a self-help system for patients, 
but it offers significant conceptualizations 
for the use of professionals? in their own 
work with patients. It tends to create a 
“well role model” for patients to follow in 
the crucial area of interpersonal relation- 
ships Because the Recovery program is so 
widespread it offers help to patients and 
their families during the critical aftercare 
period immediately following release. The 
program is flexible and supports other ther- 
apeutic efforts being undertaken by pro- 
fessionals. 

The self-help aspects are important in 
maintaining or restoring dignity to individ- 
uals who may have lost it in the process of 
becoming a mental patient. Recovery 
method holds out a goal for members which 
can be shared by many professionals. This 
goal, expressed with warm humor by some 
experienced old-timer, is that you aspire to 
stop being a nervous patient and just be- 
come a nervous person. 

In 1969 the Nursing Department training 
section requested a video tape to be made 
on the Recovery method for staff training. 
One introductory tape has been completed 
and the first of a series of six is almost 
finished. This video tape is made for show- 
ing on the hospital closed circuit television 
system. Former and present patients col- 
laborated with staff in producing these 
video tapes. 

The following examples illustrate types 
of adjustments made by some patients: 


198 


Alta, age 30, made a number of serious 
suicidal attempts before hospitalization. 
She attended hospital Recovery meetings 
and upon release went to those in the com- 
munity. She had some set-backs at first, 
but consistent practice of this self-help 
method carried her through. Today she is 
an assistant leader. A new job for her 
husband and a consequent move have been 
met by her with enthusiasm and happy 
expectation. Formerly, daily adjustments 
were too much and she would have been 
terrified at the idea of a major change in 
her life. 

Connie, age 54, first attended Recovery 
in the hospital following a severe depres- 
sion with estrangement from her family. 
She has been out of the hospital for two 
years and is happily employed and self- 
supporting. Although living alone she is 
on very comfortable terms with her family. 
She attended only a few Recovery, Inc. 
meetings after leaving the hospital but now 
reads her book and practices the method 
daily. She recently took a vacation to 
Hawaii, a step which would have been 
totally beyond her emotional capacity a 
few years ago. 
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Joan Ablon, Ph.D. 


Cultural Conflict in Urban Indians 


Community agencies need to understand the unique cultural char- 
acteristics brought by Indians to the city. Indian values are frequently 
at odds with the prevailing norms in American culture. Some values dis- 
cussed in this article are the concepts of non-competitiveness, sharing, 
the extended family, and withdrawal in the face of unpleasant situa- 


tions. 


The urban American Indian frequently 
shares many characteristics of poverty with 
other urban immigrants, but brings to the 
city a particular ethnic identity with asso- 
ciated cultural values that may all but pre- 


dude successful urban adjustment. An ex- 


amination of the life style and adjustment 
patterns of the urban Indian offers an un- 
usual opportunity for observing the effects 
of new economic and social stresses on a 
person whose ego strength has been sorely 
damaged by a lifetime of poverty, social and 
cultural disorganization, and cultural con- 
flict, 

Few published studies look at “mental 
health” of American Indians in terms of 
actual identified psychiatric problems or 
mental retardation.» 9 Investigations on 
this subject have been inhibited by several 
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factors, including the relative isolation of 
Indian communities from the agencies and 
resources of the mainstream American so- 
ciety and the fact that problems of indi- 
vidual deviance that would be identified 
and labeled as “mental illness” in an urban 
or semi-urban area are dealt with on the 
reservations within a context of vastly dif- 
fering cultural expectations of behavior and 
performance. 

During the last several years a number 
of papers have pointed up the fact that 
problems of cultural identity have resulted 
in widespread personal and social aliena- 
tion, depression, anxiety, and tendencies for 
withdrawal among Indian children and ado- 
lescents.? For the adult population, studies 
are generally lacking except for a small 
number dealing with specific problems such 
as suicide, alcoholism, and crime. 

Many emotional difficulties that may be 
observed among Indians may in part be a 
reflection of stresses caused by severe eco- 
nomic deprivation and social disorganiza- 
tion. ‘Therefore, the functional scope of 
mental health concerns must include the 
total arena of the Indian's economic and 
socio-cultural adaptation and confronta- 
tion with the mainstream of American so- 
ciety.* 
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Migration from Reservation to City 


Most Indian reservations are economi- 
cally depressed areas. Employment op- 
portunities are meager or non-existent, and 
problems of physical and mental health, 
housing, and education are staggering. For 
this reason, thousands of Indians, like other 
migrants from rural areas, have come to 
the city seeking employment, education, and 
a new life for themselves and their families. 
The greatest impetus for Indian relocation 
during the past fifteen years has come from 
federally sponsored programs providing em- 
ployment assistance and vocational training 
in major cities throughout the midwest, 
southwest, and West Coast. 

The data on which this paper is based 
were collected in various cities of the San 
Francisco Bay Area. The three relocation 
areas of San Francisco, Oakland, and San 
Jose share an Indian population estimated 
to be from 12,000 to 20,000 persons, repre- 
senting more than 100 tribal groups from 
across the country.* The migration of 
more than half of this population has been 
sponsored by the Bureau of Indian Affairs, 
while the others have come on their own 
initiative and resources, drawn by the diver- 
sity of employment and educational oppor- 
tunities available in this area. 

Relocatees generally appreciate the many 
conveniences and diversions of urban life, 
but find it hard to tolerate traffic, the 
crowds, the many buildings pushed to- 
gether and the everpresent white man’s 
laws restraining them in ways they cannot 
comprehend. Most will readily say that 


* There are no existing accurate census figures for 
the Indian populations of any of the large metro- 
politan areas of the country. The Bureau of In- 
dian affairs will not attempt to give exact figures for 
the relocatees coming through their programs who 
remain in relocation areas because they generally do 
not have comprehensive follow-up data. 
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they came to the city to seek jobs and 
schooling, not to become whites or to stop 
being Indians. Were jobs and educational 
opportunities available on their home reser- 
vations, most would return as soon as pos- 
sible. 

Few Indians who come seeking employ- 
ment have training for specific job skills, 
and most qualify only for irregular and 
low paying jobs. Some now have the oppor- 
tunity to enter new programs designed by 
industry specifically for members of minor- 
ity groups. During the past ten years an 
increasing number of young single people 
have been coming directly from reservations 
and off-reservation boarding schools for fed- 
erally sponsored vocational training and a 
look at the big city. 

Most Indians live in working class neigh- 
borhoods made up of diverse ethnic and 
racial groups. Indians tend to limit their 
social contacts to other Indians. There are 
many active pan-Indian social, political, and 
recreational organizations in the Bay Area, 
but probably less than one-half of the In- 
dian population is touched by these. Be- 
cause people are dispersed over large areas 
and often tend to stay within their own 
kinship or friendship circle, it is difficult to 
speak of a viable “Indian community” in 
the sense of a widespread network of rela- 
tionships.1 

The following case example portrays 
some of the common problems that Indian 
families encounter in the relocation expe- 
rience. 


Charlie and Rhoda Two Arrows: 
Turmoil and Withdrawal 


The Teton Dakota were formerly one of 
the typical nomadic Plains Indian tribes of 
the Siouan language family. Today, they 
live chiefly on reservations in North and 
South Dakota. Common problems plaguing 


MENTAL HYGIENE 


The urban Indian 


the reservations are inadequate housing, 
| | poor sanitation, excessive drinking patterns, 
and general family and social disorganiza- 
tion. 
Rhoda and Charlie Two Arrows,* both 
"full-blood Teton Dakota, were in their early 
‘thirties during their six years in San Fran- 
cisco. Rhoda was one of four children who 
grew up in a family where traditional values 
and discipline were honored. She went to 
reservation day and boarding schools until 
the completion of the twelfth grade, after 
Which she moved to a nearby town to live 
With a sister and work as a waitress. There 
she first met Charlie Two Arrows. 
Charlie grew up on the periphery of the 
teservation and was exposed to a tradi- 
‘tional but disorganized early home life. His 
Mother died when he was young, and his 
father remarried a woman who joined him 
in a pattern of continual drinking that soon 
depleted the money from the lands of his 
first wife. Charlie attended a public school 
Until the sixth grade and then began the 
“round of hard farm work that has charac- 
terized his life to the present. 
t After their marriage, Rhoda and Charlie 
1 lived with Charlie's father. It was a hard 


life for Rhoda because her father-in-law 
- drank heavily, and she had farm chores to 
do besides taking care of the household and 
à growing family of three children. The 
Two Arrows decided on an impulse to re- 
locate to "sunny California" because they 
heard there was eternally good weather 
there and because it was the farthest relo- 
Cation area from the reservation that they 
- could choose. They planned to save UP 


* The names used are fictitious. 
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enough money to buy some land and cattle 
and then return. 

Charlie came to San Francisco with no 
special skills, but the Bureau of Indian 
Affairs got him a job in a factory as a 
machinist. He was reputed to be one of 
the top workers in the factory, even though 
he soon initiated a pattern of going on a 
week's binge every two or three months. 
He was always careful to call in as ill to 
cover himself at work and so never got into 
serious employment difficulties because of 
his continued drinking. He did, however, 
lose money for those days missed, since he 
did not receive sufficient benefits to cover 
those periods. 

The Two Arrows lived in three apart- 
ments during their stay in San Francisco. 
Two years before they returned to the reser- 
vation, they moved into the public housing 
project in which they lived during the 
twelve months of interviews with them. 

Rhoda had two more children in San 
Francisco and experienced three periods of 
acute illness during which she was hospital- 
ized. At these times Charlie would often 
drink heavily, and welfare officials were 
called in several times, much to Charlie's 


n what he gave away, not on 


later chagrin, because of his drunkenness or 
his “abandoning” the children. On the res- 
ervation, grandparents, aunts and uncles, or 
cousins are ready sources of short- or long- 
term babysitting, and most Indian women 
sorely miss such family support. 

This couple lived almost completely in 
an Indian universe despite the immensely 
diverse population around them and the 
many cumbersome new rules of white society 
that dictated their daily life. Rhoda was 
active for a time in a local Indian Center, 
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but she noticed that the more active her 
participation the more inclined Charlie was 
to drink, so she lessened her activities. 
Charlie did not care to go to Indian gather- 
ings, because he feared that in a group sit- 
uation pressure to drink would be brought 
upon him by other Indians. 

The Two Arrows’ three school-age chil- 
dren had considerable difficulty in the San 
Francisco school system. They could not 
understand the teachers’ urgings to apply 
themselves to materials that had little rele- 
vance to their lives. They were frightened 
by the aggressive Black students who made 
up almost one half of their classes. They 
seemed to withdraw almost totally from 
the situation. They did not read well and, 
as the years went by and their alienation 
from the total school experience deepened, 
found themselves further and further below 
the class reading level. 

The Two-Arrows’ contacts with the Bu- 
reau of Indian Affairs were frequent and 
involved. The Bureau was called in re- 
peatedly when Rhoda was in the hospital 
and Charlie was having problems with his 
drinking and coping with the care of the 
children. During the last years, Rhoda 
called the Bureau office only occasionally to 
say that things were going well and that she 
would be eternally grateful that the Bureau 
had brought them out here. Although not 
liking the bustle and red tape of urban 
living, she felt it was all worth it to get 
away from her father-in-law and to have 
such conveniences as running water, a 
washing machine, and easy heating. 

The facts of personal and family disor- 
ganization among the Sioux are well docu- 
mented in the anthropological literature. 
Macgregor 5 has noted that the Sioux man 
particularly has suffered from the loss of the 
meaningful economic and social roles that 
he enjoyed in the dramatic Sioux life style 
of old. The woman now may be thrown 
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into the position of the key family figure, 
causing additional psychological and social 
difficulties for the man. Rhoda and Charlie 
exhibited very different personalities and 
the general pattern of their family roles 
and behavior typifies this problem of con- 
temporary Sioux. Rhoda was a handsome 
woman who bore herself with great pride, 
was gregarious, and enjoyed many kinds of 
activities. It was her strength and determi- 
nation that held her family together 
throughout their many crises in San Fran- ` 
cisco. 

Charlie, on the other hand, was a very 
shy person, sensitive about his Indian 
identity and quick to take offense at im- 
agined criticisms of Indians. He referred 
frequently to his lack of education. He 
was able to support his family; however, 
he was beset with many insecurities about 
himself and his worth. Charlie seldom 
spoke and appeared to loosen up only when 
in the presence of certain known Sioux or 
when drunk. Beneath his quiet exterior 
was the latent drinking problem that could 
surface any day, usually a Friday payday, 
when he just would not come home from 
work. 

When Charlie returned from a drinking 
period, he was very remorseful. Because 
the Two Arrows were nominal Catholics, 
Rhoda twice attempted to send Charlie to 
a priest for counseling after his shamefaced 
return. On both occasions the priest did 
not have time to see him until a week or 
more had passed, and by then Charlie re- 
fused to talk to anyone about his problem. 
Once, in the middle of the night, Rhoda 
called the well-liked minister of a local 
Indian Protestant church. He came over 
immediately and talked to Charlie. This 
minister once said that every man in his 
congregation had had at one time a drink- 
ing problem, so he was well accustomed to 
this sort of counseling. He felt that one 
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reason many white ministers are unable to 
reach Indians is that they are afraid to 
counsel persons with serious drinking prob- 
lems, and this sort of interaction is fre- 


- quently an essential one with Indian parish- 
- ioners. 


Charlie, and, to a lesser degree, Rhoda, 
held strongly to the important Sioux value 
placed on sharing and the giving of hos- 
pitality, which was difficult, given Charlie's 
salary. His father came out to stay with 
them almost every winter, and a variety of 
other relatives and friends would also drop 
in and remain for weeks at a time. These 
houseguests did little but drink and watch 
television during their prolonged stays, and 
rarely did any of them contribute to the 
grocery bill. 

Life for the Two Arrows in San Fran- 
cisco seemed to be an almost continual 
round of crises caused by unexpected ex- 
penses and family illness, by their impul- 
sive, erratic behavior, and by their inability 
to meet the demands of white society. 

Charlie finally found himself seriously 
involved in what seemed to him to be an in- 
comprehensible maze of traffic offenses. 
While drunk one night he was picked up 
and booked on drunk driving and hit-and- 
tun charges. When he sobered up the next 
day, he did not remember committing any 
of the crimes with which he was charged. 
Charlie was released pending trial, and 
when he got home he informed Rhoda that 
all this was too much for him; he had de- 
cided they would go home. On the federal 
reservation area he would be safe from state 
reprisals. In the next few hours they 
packed the most essential of their belong- 
ings, crowded the children into the car, and 
left. Their flight to San Francisco from the 
reservation had not freed them from eco- 
nomic or psychological struggles. They had 
lived in the land of promise six years, an 
returned without the money they had come 
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to save. Moreover, Charlie was a wanted 
man. At present they are resettled with 
Charlie’s father on his lands and Charlie is 
doing wage labor where he can find it. 
Rhoda harbors in her heart the hope of 
another relocation, but it is doubtful that 
Charlie could be roused to leave the reser- 
vation again. 


The Unique Cultural and Historical 
Background of Urban Indian 
Problems 


American Indians bring a peculiar cul- 
tural heritage to the urban world. Most 
Indians are basically tribal men who leave 
the primary, kin-oriented relationships of 
a closed reservation community to enter a 
highly individualistic metropolitan milieu. 
Many fundamental Indian values not only 
are incompatible with those of American 
culture but work directly in opposition to 
the principles on which the modern com- 
petitive capitalistic order is based. 

It is this great value disparity that sets 
Indians apart from most other migrants 
now entering our cities. Indians are gen- 
erally noncompetitive, except in certain cir- 
cumscribed situations, and will avoid. com- 
petitive activities and aggressive action 
when possible. They tend to withdraw in 
the face of conflict. Indians traditionally 
have regarded the good person as one who 
shares his money and property with others. 
A man’s reputation was based on what he 
gave away, not on what he kept. Budgeting 
and putting away resources for a later day 
for oneself is improper if others are in need. 
The functional time dimension is the pres- 
thus the deferring of goals and grati- 
for granted in our 
1d is very hard for 


ent, 
fications that we take 
future-oriented white wor 
Indians to comprehend. 
Members of our middle class society have 
come to see themselves as objects to be 
shaped to fit the requirements of complex 
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modern culture and to be changed to seek 
goals that hold promise of rewards. Indians 
do not regard themselves as malleable en- 
tities. Their frame of reference is a stable 
social and moral system that is fixed in the 
universe. The shift to the highly competi- 
tive, individualistic existence of modern 
urban life is an adjustment that many per- 
sons have not been able to effect. 

The relationships that most Indians have 
had with representatives of the white world 
often have been unpleasant and inauspi- 
cious for potential urban adjustment. While 
the various reservations have differed in the 
details of their federal administration, the 
Bureau of Indian Affairs policy has been 
paternalistic and many programs have been 
ill-planned, illadministered, and inconsis- 
tent. The pre-emption of the decision- 
making process by government planners has 
resulted in communities that are dependent, 
hostile, and factionated in the seeking of 
those few semblances of native power that 
are available. Two chief pathological symp- 
toms of the long-term crippling of Indian 
communities have been a deeply entrenched 
dependency and widespread and chronic 
drinking. 

State and local agency personnel as well 
as whites that Indians encounter in areas 
peripheral to reservations often have treated 
them in a patronizing or discriminatory 
manner. Therefore, the Indian may regard 
his new white urban neighbors and work- 
mates with distrust and cynicism. Indeed, 
it seems safer to the Indian to limit his 
dealings to his own tribesmen, if possible, 
or at least to other Indians. 

Indians encounter a variety of novel prob- 
lems in the city. Reservation Indians de- 
pend on the federal government for many 
services that are delivered in legal associa- 
tion with federal trusteeship of Indian 
lands. Indians frequently pay little or no 
rent; they receive free medical and dental 


JOAN ABLON 


care from the U.S. Public Health Service. 
In contrast, city living entails seemingly 
endless bills. Such matters as money man- 
agement and efficient impersonal interac- 
tion with business functionaries are fear- 
some arts to be learned. 

Indians who come to urban areas through 
federal programs receive money and services 
from the Bureau for a limited period of 
time. When referred to community agen- 
cies they may not be sufficiently aggressive 
to pursue such assistance. Often, their shy- 
ness and reticence about speaking of their 
personal problems with non-Indian 
strangers is regarded as resistance. Also, 
rigid time-fixed appointments cause diffi- 
culty for many Indians. If there is one In- 
dian employee working in a community 
agency, Indians generally will seek him out 
for services. Indian OEO centers and those 
private agencies established by such re- 
ligious-based organizations as the American 
Friends Service Committee that have tried 
to develop a special understanding of their 
Indian clients, have been the chief agencies 
contacted by Indians for welfare and per- 
sonal services. 

Agency personnel agree that the chief 
problems Indians struggle with in the city 
are employment, marital discord, and diffi- 
culties with the law. Dysfunctional drink- 
ing patterns frequently are found in combi- 
nation with any or all of these. Excessive 
drinking generally is regarded to be the 
largest single mental health problem of 
reservation Indians, and the widespread 
drinking problems found among Indians in 
the city appear to be carried from the reser- 
vations rather than being any new response 
to anxieties caused by the urbanization ex- 
perience. Indeed, some persons relocate to 
the city specifically to escape family and 
peer group pressures that force drinking 
activities on them as a social propriety of 
reservation life. 
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Conclusion 


The difficulties in separating pathological 
personality characteristics from culturally 
determined responses to social expecta- 
fions or to stress become apparent in the 
ase example of the Two Arrows family. 
Common Indian social patterns still passed 
through the generations, such as the sharing 
of money and goods and the offering of end- 
Tess hospitality, as well as such typical re- 
sponses to stress as heavy drinking, acting 
out, and withdrawal may be native coping 
mechanisms that are expected or tolerated 
on the reservation but are highly maladap- 
tive in the city. 

The cultural and historical heritage of 
‘American Indians frequently contributes to 
the following kinds of situations that are 
Potentially dysfunctional for urban adapta- 
) tion and that lead to perpetual individual 
nd family crisis states: 

1. An inability or unwillingness to man- 
‘age or budget available finances results 
from: (a) cultural values that emphasize 
Sharing and hospitality to extended family 
and fellow tribesmen; (b) a present-oriented 
time dimension; and (c) little experience in 
‘paying for the many kinds of services that 
" ‘are necessary in the urban situation. j 
2. Difficulties in relating to community 
agencies in effective ways to utilize available 
"services result from long-standing apprehen- 
Sion and ambivalence in dealing with 
‘whites. Traditionally valued personality 
"Characteristics such as non-competitiveness, 
à dislike of aggressive action, and with- 
‘drawal in the face of unpleasant situations 
h may preclude such effective interaction with 
"whites. 

3. Patterns of alcohol consumption alle- 
Viate anxiety but lead to marital conflict, 
"loss of jobs and money, and difficulties with 
the law. 

4. An inability to provide adequate su: 
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pervision for children in times of crisis fre- 
quently results from the absence of the 
traditional large extended family. 

5. A psychological and physical with- 
drawal of children from the school expe- 
rience may be caused by cultural conflict, 
lack of interest because of perceived irrel- 
evance of materials offered them, and dis- 
comfort in the threatening and alienating 
white and black social situation of the 
school. 

The poverty of underdeveloped reserva- 
tions has brought about a continuing mi- 
gration of American Indians to urban areas. 
A clear understanding by community agen- 
cies of the unique cultural characteristics 
that Indians bring to the city and of how 
these characteristics affect their adaptation 
is imperative for working effectively with 
this sizeable new urban ethnic group. 
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Interactional Problems Between Mental Health 
Professionals and Non-psychiatric Physicians 


As with other non-psychiatric helping professionals, problems have 
been encountered which hinder the establishment of effective working 
relationships between non-psychiatric physicians (NPPs) and psychia- 
tric programs. The authors describe a model for coping with such 
transactional cross-disciplinary problems emphasizing the heterogeneity 
of the groups involved. It is hoped that this model will be applicable to 
groups of other helping professionals as well as to NPP groups. 


With the continuing chronic shortage of 
mental health professionals, such as psy- 
chiatrists, clinical psychologists, guidance 
counsellors, psychiatric social workers and 
psychiatric nurses who provide direct ser- 
vices, and are more or less exclusively con- 
cerned with mental health problems . . . 
more and more attention is being paid to 
encouraging the broader participation of 
related helping professionals. These pro- 
fessionals work in areas related to, but 
not exclusively concerned with, mental 
health, namely: physicians, teachers, min- 
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isters, medical and surgical nurses, non- 
psychiatric social workers, lawyers, counsel- 
ors, policemen, and probation officers. 
Medical practitioners exemplify this general 
category of related helping professionals. 
The necessity for cooperation of mental 
health professionals with other helping 
professionals is relatively new, and the 
modes of interaction for these two groups 
are ill-defined and often characterized by 
fragmentation and conflict. We are at pres- 
ent conducting a study of NPPs which 
probes their varied needs for psychiatrists 
and other mental health resources. We are 
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presenting our approach to these problems 
in the hope that it will be applicable to 
other groups of helping professionals in 
their interaction with mental health pro- 
fessionals. 


Conflicting Expectations 


A study of the interaction of the NPP 
with mental health personnel requires at- 
tention to issues of mutual expectations 
and of professional roles. The mental 
health professional with whom the NPP 
has most frequent contact is the psychia- 
tris. The psychiatrist and the NPP ex- 
perience their own unique roles in differing 
ways which are often in conflict. Their 
experiences of their own and of each other's 
roles are also affected by patients’ expecta- 
tions. 

On the whole, psychiatrists are critical 
of the NPP's competence in dealing with 
emotionally disturbed patients. The psy- 
chiatrist expects the NPP to deal effectively 
with psychiatric problems and to be reason- 
ably well educated psychiatrically. He ex- 
pects the NPP to be able to differentiate 
between psychotic and less malignant forms 
of mental illness, and between organic and 
functional psychiatric disorders; to decide 
when a psychiatric consultation is indi- 
cated; to make referrals to appropriate re- 
sources; to use skill in handling psychiatric 
consultations and referrals; and to be com- 
petent in the use of psychotropic drugs and 
of supportive psychotherapeutic measures. 
Some psychiatrists expect the NPP to give 
more time to the patient than he usually 
has available. Others expect him to be as 
adept and experienced in psychotherapy as 
the psychiatrist. Many psychiatrists, in 
their dissatisfaction with the NPPs psychia- 
tric approaches view NPPs as a homo- 
geneous, insensitive, psychiatrically inept 
group. It is probably more realistic to as- 
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sume that NPPs differ widely in their psy- 
chiatric competence. 

Little is known about the NPP’s expecta- 
tions of psychiatrists. Indeed, it is the crux 
of our thesis that there is a paucity of in- 
formation about this heterogeneous NPP 
group, including what they expect from the 
psychiatrist or how they define his role. 
However, some reports (GAP #58, 1964) !? 
indicate that the NPP expects the psychia- 
trist to be always available, to participate 
with NPPs in medical society activities and 
in hospital conferences, to consult with the 
NPP as a knowledgeable peer, to give ade- 
quate and competent attention to the physi- 
cal health of his patient, to provide follow- 
ups to referring physicians, and to assume 
responsibility for his patient if hospitaliza- 
tion becomes necessary. He is expected to 
communicate intelligibly and to act respect- 
fully toward NPP colleagues. A less rea- 
sonable expectation is that the psychiatrist 
be able to cure all kinds of patients, no 
matter how chronic or regressed, and all 
kinds of problems—social and economic as 
well as medical. Many NPPs, for lack of 
familiarity with the nature of a psychiatric 
practice, have unrealistic expectations of 
the psychiatrist’s flexibility of time and are 
critical of the psychiatrist's selectivity of pa- 
tients. One purpose of any study would be 
to define areas of expectations so that real- 
istic models for interaction could be de- 
signed. 

The majority of patients expect the NPP 
to tend to all their ailments, both physical 
and mentali? Most patients with emo- 
tional problems who consult a physician are 
seeking the comfort or advice which they 
have learned to expect from him rather 
than help in changing their personalities, 
The majority of them are satisfied with the 
“psychiatric” treatment they receive from 
their physicians. 

Patients vary a great deal in their atti- 
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tudes towards and expectations of psychia- 
trists. They expect a genuine collaborator, 
a magical helper, or a pitiful, impotent hu- 
man being; an ominous prophet or a fool- 
ish optimist; a cold, detached scientist or a 
leering voyeur and satyr. 


The Medical Versus the 
Psychiatric Model 


Whether or not the physician wants to 
manage emotionally disturbed patients, he 
is compelled, within his traditional medical 
role, to take some kind of action with them. 
This action may be referral, treatment, or a 
decision to ignore the problem. Like it or 
not, he is involved with psychiatric issues. 
Important questions are to what extent he 
should become involved, and with which 
patients. What is the limit beyond which 
his only choice of action, if indeed he 
chooses to act, is referral to a mental health 
resource? What is the end goal of the 
physician's involvement in psychiatry? Is 
his goal treatment of the patient's funda- 
mental problems or symptomatic relief? 
Should the doctor "give" the patient some- 
thing or should he expedite the patient's 
own ability to cope with his own problems? 
How do the roles and goals of the NPP dif- 
fer from that of the psychiatrist? 

The traditional role of the NPP with an 
emotionally disturbed patient differs widely 
from that of the psychiatrist. The physi- 

' cian’s role may be much more congruent 
with the patient’s expectations of comfort, 
solace and advice. The NPP, particularly 
in his historical and traditional role as a 
general practitioner, has worn a mantle of 
moral authority. Like the minister, he has 
been considered to be endowed with spi- 
ritual wisdom for guiding his patients 
through the turbulence and stresses of criti- 
cal periods in their lives. He has expected 
a dependent, obedient relationship from his 
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patient; and the patient has, in t 
pected the comfort and solace offer 
his physician’s wise, tender care. The 
has usually attempted to fulfill the pat 
dependency needs rather than to anal 
them. The patient is encouraged to 
tion the physician’s authority, to 
widely in popular medical literature, 
seek consultation when in doubt and to 
cooperate with his doctor as a mature, 
sponsible partner in the enterprise o 
recting whatever is ailing him. Today 
a dependent relationship is regarded, 
pecially in sophisticated psychiatric circles 
as naive and childish. " 
The psychiatrist today is committed: 
the ideal of encouraging the maturity, 
independence, and responsibility of his } 
tients. Succorance, comfort, guidance, ai 
solace are considered to be mere suppo tiv 
measures, inferior tactics to be resorted t 
only if the severity and limitations of tl 
patient's illness make them neces 
Otherwise they are best “worked throug 
as frequent, unwelcome, and temporary al 
pects of the transference. niia 
Just as many NPPs today adhere to thi 
earlier traditional model of the physician 
a strong, authoritative, directive, and su 
portive figure, so many psychiatrists wl 
are opposed to the psychoanalytic model ¢ 
sume a similar authoritative and suppo 
role—much as they did one hundred yeat 
ago. The conflict between these 
models continues today, and we shall m 
pursue it further except to indicate 
psychiatrists, too, are not a homogeneott 
population in either theory, practice, or ii 


and to other physicians. 

Most psychiatrists, we assume, are 
to share their knowledge and skills 
other physicians who are seeking to leari 
from them, and consider this teaching 
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of patients’ needs, such as that done by the 
Joint Commission on Mental Illness and 
Health, have increased the feeling of ur- 
gency among psychiatrists about reaching 
the NPP. However, the assumption that 
most, if not all, psychiatrists are eager for 
the NPP to become more involved with 
psychiatry has not been proven. Psychia- 
trists also form a heterogeneous group in 
their desire for, and skill in imparting their 
special skills to members of other disci- 
plines, including other physicians. 

Gurin et al.1 have found that the clergy 
(42%) and physicians (29%) were the pro- 
fessional groups to whom most people 
turned to for help with their emotional 
distress. With physicians, as with clergy- 
men, there is a distinction between the 
role prescription traditionally laid down 
for them and their actual role behavior.* 
The normative prescription for each re- 
quires a personal concern and involvement 
in the supplicant's understanding of him- 
self, his current distress, and his conduct of 
his life. The actual role behavior reported 
for clergymen reveals that most of them, al- 
though they are eager to assume the role 
prescribed, actually fail to do so. It seems 
most likely that clergymen, too, form a 
heterogeneous population with varied 
needs, interests, and requirements from 
psychiatric education and resources. An 
assessment of this heterogeneity along the 
lines of our study of the NPP might prove 
useful. 


The Role of the NPP in Mental Health 


Historically, efforts to involve the NPP in 
mental health matters have resulted in a 
variety of undergraduate and postgraduate 
educational programs. Much attention has 
been paid to the inadequacies of under- 
graduate training in psychiatry. In spite 
of the increased time allotted to psychiatry 
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in medical school curricula, recent gradu- 
ates feel they have been improperly pre- 
pared for practice,» ?* manifest ignorance 
in basic psychiatric education;!? and demon- 
strate an inability to apply what they do 
know to clinical situations.!é Indeed, the 
intensive interest in postgraduate educa- 
tion may be to some extent a reflection of 
poor undergraduate training. 

Many attempts have been made by the 
federal government, the American Psychia- 
tric Association, the Academy of General 
Practice, and other groups to provide prac 
ticing physicians with postgraduate educa- 
tion in psychiatry. There has been an 
increasingly strong movement in this direc- 
tion over the past twenty years, accelerating 
in the past ten years. Two hundred and 
forty-eight continuing education courses in 
psychiatry for non-psychiatric physicians 
were listed in 1965.18 Many programs have 
received government support. Webster ?? 
discussed the implications of the continu- 
ing education movement in mental health 
and the direction and role of the National 
Institute of Mental Health in this respect. 
Sheeley, 29 has reviewed the historical de- 
velopment of this movement. One of its 
basic goals has been to facilitate communi- 
cation between psychiatrists and NPPs and 
to correct mutual misunderstandings amd 
suspicions. Joint committees and confer- 
ences on national, regional, state, and local 
levels have been established with the col- 
laboration of medical societies, the Ameri- 
can Psychiatric Association, and the Acad- 
emy of General Practice. 

Evaluations of some of these educational 
efforts are noteworthy but not definitive: 
Chassy and Heslin® and Pearson?! on 
short-term seminars; palint? on long-term 
seminars; Kleinschmidt et al and Wat- 
ters22 on the progress of seminar partic- 
ipants; Zabarenko %® 26 on practition- 
ers before, during and after seminars; and 


Daugherty * on evaluations by non-medical 
observers. "There is evidence though, that 
the specific needs of all groups of NPPs 
are neither understood nor met. Only 
10% of the NPP population has enrolled 
in continuing education programs in psy- 
chiatry. These students comprise a fairly 
stable population; that is, they are funda- 
mentally a hard core group of interested 
NPPs whose ranks are not significantly in- 
creased with time. Existing programs ap- 
pear to fulfill their needs. However, these 
programs do not attract the attendance of 
the remaining 90%. A change must occur 
in order to engage the majority of phy- 
sicians. 

Before developing educational programs 
in mental health an initial investigation 
must be made of the professional popula- 
tion to be reached. As applied to NPPs, 
for example, the attitudes, practices, wants, 
and expectations of the entire NPP popula- 
tion must be probed from their own point 
of view. After this preliminary investiga- 
tion, a multiplicity of programs can be 
designed to suit the specific needs of the 
various NPP subgroups within the total 
NPP population. This approach has sev- 
eral advantages for the uninvolved 90% 
of NPPs. Programs for them would be 
designed by them and would be defined 
by their needs, wants, and attitudes. Hence, 
the NPP would become the key figure in 
determining his own mode of active parti- 
cipation in the role of his choice. 

Psychiatry, as much as other specialized 
fields of knowledge, has its technical vo- 
cabulary. Interaction with NPPs requires 
communication based on common lan- 
guage. Psychiatric terminology is not only 
unfamiliar to outsiders but is often vague 
and ill-defined. The ambiguity surround- 
ing psychiatric concepts, particularly psy- 

choanalytic ones, and psychiatric diagnosis, 
confuses and discourages non-psychiatric 
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professionals. Physicians are disturbed by 
the vagueness of psychiatric diagnosis, and 
many tend to avoid treating psychiatric 
disorders which they cannot specifically 
pinpoint.}. 5, 8 

Brodsky compares the communication 
difficulties between the psychiatrist-teacher 
and the non-psychiatrist student to the 
communication blocks between two sub- 
cultures. For an educational program to 
succeed, technical yocabulary must be 
clearly defined and used sparingly. Con- 
troversial and speculative issues should be 
omitted. An explicit mutual understand- 
ing of role and value systems is also neces- 
sary. 

Practical issues of time and space can 
be worked out in a program that is flexibly 
geared to the physician population. All 
the parameters of present and potential 
interaction between physicians, patients 
and psychiatrists may gradually be detailed 
within the corrective feedback of such a 
program. 


Assumptions Underlying Existing 
Psychiatric Programs for NPPs 


Existing continuing education programs 
are based on a body of implicit and ex- 
plicit assumptions about the characteristics 
of the NPP population. One fundamental 
assumption is that the NPP population is 
a homogeneous one. However, NPPs form 
a heterogeneous population characterized 
by a multiplicity and variety of qualities, 
attitudes, and needs. It is possible to sub- 
divide the NPP population into distinct 
subgroups on the basis of differential needs 
and attitudes towards psychiatric problems 
and resources. Categories range from the 
physician who is hostile to psychiatry 
to the psychotherapeutically active one. 
These subdivisions may provide a basis for 
defining manifold channels of interaction 
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and for designing a variety of psychiatric 
programs for the NPP. Each subgroup 
exhibiting specific characteristics, attitudes, 
interests, practices, and epidemiological 
characteristics would determine the unique 
program to be designed for it. This could 
be of great use in determining the strategy 
by which physicians, especially those hos- 
tile to psychiatry, could be approached. 

Another assumption underlying continu- 
ing education programs is that physicians, 
whether they recognize it or not, need psy- 
chiatric help with their patients. The 
NPPs need for help is really a moot ques- 
ton. Some medical specialties require 
more involvement in the emotional prob- 
lems of patient's life than others. Within 
these medical specialties, some physicians 
require little, if any, psychiatric collabora- 
tion or expertise. We are dealing with a 
heterogeneous population with a broad 
range of competence. There are no ade- 
quate objective studies which evaluate the 
effectiveness of the average NPP with pa- 
tients suffering from psychiatric illness, al- 
though Zabarenko et al.26 have made a 
significant beginning in this field. Never- 
theless, until such information can be 
gathered (and it should be a high priority 
investigation), we must continue to operate 
with the unproven assumption that most 
NPPs need some form of psychiatric edu- 
cation. 

It is also assumed that NPPs want help 
and that the best form of this help is by 
instructions offered in continuing educa- 
tion programs. Continuing education pro- 
grams are obviously useful to a certain 
segment of the NPP population. However, 
they are ill-conceived for the larger seg- 
ment of the NPP population which does 
not attend them. This segment might well 
profit by and should have offered to it a 
variety of other forms of assistance for 
their psychiatric patients such as office con- 
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sultation, telephone supervision, referral 
service or emergency help. 

Finally, it has been assumed that the di- 
rectors of most educational programs for 
the NPP should be psychiatrists, the psy- 
chiatrist being the "expert" in the field. 
However, the psychiatrist may not neces- 
sarily understand the unique problems and 
points of view of the NPP. The role of 
the NPP differs fundamentally from that 
of the psychiatrist and psychiatric tech- 
niques are not easily transformed to meet 
the requirements of medical practice. 
Therefore, in many cases the psychiatrist's 
expertise may be of limited value to the 
NPP, A more flexible approach must 
be considered and planned for, such as the 
use of NPPs or of teams of psychiatrists 
and NPPs as instructors. 


Community Mental Health Implications 


More than other non-mental health pro- 
fessionals, NPPs have been pressed to take 
on responsibility for community mental 
health. The NPP is in an advantageous 
position to detect mental illness early and 
to serve in a preventive, consultative, and 
psychotherapeutic capacity. Many patients 
are more willing to consult with and to 
accept treatment from their own internist, 
family doctor, or other medical specialist 
than from a mental health professional. 
They are disturbed by prevailing stereo- 
types of mental illness and psychiatrists, 
and would be more successfully treated in 
a traditional medical context than in a 
mental health setting? For example, a 
patient may complain of low back pain, 
fatigue, and irritability which the physi- 
cian treats by encouraging ventilation of 
emotional feelings knowing that the pa- 
tient would be offended if it were implied 
that he were a “mental” case. Some NPPs, 
however, are reluctant to involve them- 


selves in the emotional problems of their 
patients and are hostile to or cynical about 
psychiatry and about psychiatry's relation- 
ship with the rest of the medical profession. 

One way of bridging the gap between 
NPPs and psychiatrists would be to educate 
physicians about psychiatric methods and 
to help them to incorporate psychiatric 
knowledge into their practice, providing 
that this education be offered on the phy- 
sician’s terms, in his language, and with 
due consideration of his felt needs and 
wants. 

NPPs are not necessarily. as rigid or as 
“hopeless” as the stereotypes held by many 
psychiatrists might suggest. "They might 
welcome or learn to welcome other mental 
health professionals as auxiliary and para- 
medical personnel in their office and hospi- 
tal practices. Many physicians could be 
encouraged to participate more actively in 
the aftercare of patients discharged from 
mental hospitals,14, 21 especially in rural 
areas remote from hospitals and teaching 
centers. This may prove to be true in 
urban areas as well,® since medication and 
the management of side effects and dosages 
form an important part of aftercare today. 


Conclusion 


It is hoped that the determination of 
the felt needs and wants of NPPs and the 
subsequent use of this data in program 
planning may serve as a model which is 
applicable to groups of helping profes- 
sionals other than NPPs. Before program 
planning is undertaken, there should be a 
careful definition of each group’s hetero- 
geneity, conflicting expectations, profes- 
sional role models, role behaviors, under- 
lying assumptions, needs and wants, and 
problems of language, time and space. In- 
formation could be elicited through ap- 
proaches such as personal contacts, ques- 


GREEN, HYAMS AND HAAR 


tionnaire surveys, and telephone interviews. 
This information could then be used in 
planning differential approaches to the 
heterogeneous segments of the particular 
professional group. 

Other helping professionals experience 
difficulties similar to those of NPPs in 
that they are also treated as a homogeneous 
group by psychiatrists who assume knowl- 
edge of their needs. For example, nurses 
on different services—pediatric, surgical, 
obstetric, and medical—will have very dif- 
ferent functions and requirements vis-a-vis 
mental health issues. Attempts to help 
them become more responsive to the emo- 
tional needs of their patients should take 
into consideration the diversity of their 
function as well as the diversity of their 
own felt needs. 

The NPP group as a specific example of 
a non-mental health helping professional 
group provides an area for specific study 
in the definition of related helping pro- 
fessional-mental health professional inter- 
actions. Application of the findings of 
such a study should facilitate participation 
by other groups of helping professionals 
in mental health areas and decrease pres- 
sure on overtaxed mental health facilities 
and personnel, 
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Community Caretakers as | 
Mental Health Casefinders | 


The authors queried physicians, attorneys, nurses, teachers, social 
workers, clergy, law enforcement officers and elected officials to deter- 
mine what situations these caretakers would define as mental health 


problems and under what circumstances they would refer a troubled 
person for help. It was discovered that occupational membership in- 
fluenced the kind of problem a person was likely to discover or recognize 
and the kind of help he thought would be appropriate as a resource for 


referral. 


There was a general reluctance to be involved in referring a 


troubled person even when a problem was detected. 


In every community there are persons 
who could serve as links between persons 
or families in trouble and the services which 
could bring them help. Physicians, attor- 
neys, nurses, teachers, social workers, clergy 
and law enforcement officers are among 
those given the right by a community to in- 
tervene in a person’s life at the point of 
visible social breakdown. In order for such 
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persons to function as mental health case- 
finders, however, they must be able to: 
1) recognize a mental health problem; and 
2) know how to get a troubled person to an 
appropriate source of help. 

The study reported here was made at the 
request of a midwestern county mental 
health association in order to determine: 
1) what situations or conditions would be 
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nical assistance. The study was undertaken at the 
request of the Dodge County (Wisc) Mental 
Health Association. 
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| defined as mental health problems by pro- 


fessionals and government officials in their 
county; and 2) under what circumstances 
these caretakers would refer a troubled per- 


| son for various kinds of help. 


The sample of 119 respondents was 
chosen from county-wide lists of physicians, 


| attorneys, nurses, teachers, social workers, 


dergy, law enforcement officers and elected 
officials such as township chairmen. It in- 


' duded clergy representative of the various 


denominations and sects in the county and 
school personnel from both parochial and 
public elementary and public high schools. 
There were 95 men and 24 women, ranging 
in age from 21 to 60 years. All respondents 
lived in small towns, villages or rural neigh- 
borhoods. Most had lived in the county for 
along time and only 12 had been there less 
than 12 months, Educational attainment 
was high; 65 had graduate education and 
all but 19 had completed at least some un- 
dergraduate level work. In age, sex, educa- 
tion, occupation and length of residence, 
the sample was representative of the offi- 
dally designated caretakers in this rural 
midwestern county. 

During the interview three approaches 
were used for understanding what situa- 
tions or conditions respondents would de- 
fine as being mental health problems. A 
direct question, a checklist of labels for 
problem conditions or behaviors, and five 
short vignettes describing problem behav- 
iors. The interview began with an open 
question: “When a person is said to be 
mentally ill, what does that mean to you?” 
The responses given could 
among four categories: failure in a major 
Social role, (82%); extreme personal dis- 
tress and anxiety, (25%); bizarre behavior, 
(24%); and pathological thought processes, 
(18%). Community caretakers apparently 
were sensitized to problems in social role 
functioning and when they saw role failure 
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be allocated’ 
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they were most likely to become mental 
health casefinders. 

A second way of getting at the same no- 
tion was by presentation of a list of labels 
such as “attempted suicide”, “schizoph- 
renic", "alcoholic", "juvenile delinquent" 
or “epileptic.” Respondents checked items 
from the check list. It is interesting to note 
that epilepsy, once a highly stigmatizing 
condition, was least often checked as a 
mental health problem. Chronic unem- 
ployment and sickness were not checked 
as often as were crime and delinquency, and 
even more respondents checked alcoholism 
and sex deviancy as being mental health 
problems. 

The third approach was with the use of 
vignettes, short ancedotal paragraphs de- 
scribing: 1) a moody, depressive man; 2) 
a violent husband; 3) a boy who lies and 
steals; 4) a girl who is obsessive and phobic; 
and 5) an alcoholic man. The most fre- 
quently cited causes of problem behavior 
were: personality characteristic (86%); 
early development (29%); and stress and 
strain (26%). 

There is a noteworthy variation in re- 
sponse according to the form and wording 
used for these questions. For example, when 
vignettes were presented, personality char- 
acteristic was the most frequently mentioned 
cause of problem behavior (36%), and only 
26%, mentioned stress and strain. However, 
58%, of the respondents said “stress or 
strain” when questioned directly, “What 
do you think is the most common cause of 
mental illness?” This was the most often 
chosen response to the direct form of the 
question. Only 34%, attributed mental 
illness to physical causes and 17% to in- 
heritance. However, 93% said “yes” when 
asked specifically, “Do you think there are 
physical causes for mental illness?” Fifty 
percent said "yes" when asked specifically, 
“Do you think mental illness is inherited?" 
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it is clear, whatever the interpretation of 
these responses, that the form in which a 
question is presented is highly determining 
of the responses. 

Respondents were inclined optimistically 
to think something could be done to help a 
mentally ill person. Sixty-one percent said 
mental illness is curable, 30% said at least 
some types of mental illness are curable, 
and 74% said institutions are helpful to 
mentally ill people. 


—— ÀÀ— 
Negative attitudes about getting 
involved keeps many from com- 
mitting themselves fo the case- 
finder role to refer troubled 
people fo appropriate sources of 
elp. | 


———— RÀ — 


If, therefore, the caretakers believe peo- 
ple can be helped, at what point will they 
become personally involved as casefinders? 
Most respondents said something could be 
done to help the moody man, (82%), the 
spree drinker, (91%), the thieving boy, 
(92%), and the violent husband, (97%). 
Significantly fewer respondents, however, 
said they would involve themselves in the 
problem. For example, only 89% said they 
would try to get help for the violent man 
although 97%, thought something could be 
done to help him, Many suggested they 
would leave the initiative for finding help 
with the troubled person, himself, or with 
his family. Only when the person was a 
close friend, relative, or member of a 
friend’s family, i.e. one of the respondent's 

own circle of intimates, would he initiate 
action to act as a casefinder, 

Not only must casefinders be able to rec- 
ognize problem behavior and be willing to 
intervene, they also must be able to make 
appropriate referrals for help. Respon- 
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dents were asked how they would match. 
common types of problems to the resources 
they knew about in their county. Juvenile 
delinquents were about twice as likely to 
be referred to the mental health clinic as 
to a law enforcement agency (48%, vs 25927 
Institutions such as the county mental hos- 
pital (88%) and the county home (42%) 
were more often mentioned as help for the 
aged than were physicians (8%), psychia- 
trists (2%), or social workers (0%). Only 
one in five respondents knew about the 
sheltered workshop program for retardates 
and one in four said they did not know 
of any help in the county for alcoholics, 
There was evident a lack of knowledge 
about what already exists as services or pro- 
grams for various types of problems. Fur- 
thermore, many respondents were not com- 
mitted to the notion that only professionals ; 
can deal with mental health problems; | 
18% volunteered the information that. 
"anyone" can help. iy 

There were variations in response among 
different occupational groups. For exam- 
ple, in response to the question on causa- 
tion, 58%, of the total group attributed 
mental illness to stress or strain in the cur- _ 
rent social environment but the range. 
among occupations was from 50% for at 
torneys and government officials to 80% for 
law enforcement officers. Law enforcement - 
officials are most frequently involved at the 
point of social breakdown precipitated by 
acute episodes of mental illness and seem 
more likely to emphasize the connection | 
between current environmental factors and 
the behavioral response. Consistent with. 
this interpretation is the finding that law | 
enforcement officers gave no answers citing | 
personality determinants which presumably - 
develop over time. They most often mas 
tioned physical factors (80%) along with. 
stress and strain, indicating an organic 
rather than psychological interpretation of à 
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Community caretakers as casefinders 


stress. Interestingly, physicians did not 
mention personality characteristics either. 
Sixty percent mentioned stress and strain 
and 50% said early development, indicating 
something that is done to the person by 
others rather than a constitutional defect. 
Early development was chosen as an 
etiological factor by 40% of the group as 
a whole, but school people mentioned this 
55% of the time, more often than any other 
group and more often than any other cause. 
This may be related to their professional 
involvement with the socialization of chil- 
dren and is in keeping with a need to be- 
lieve in the potential for environmental 
modification of behavior. School people 
least often mentioned heredity as a cause. 
Social workers, who also deal with current 
social adaptations, mentioned heredity less 
often than the average for the group as a 
whole, (9% vs. 17%). They chose stress 
and strain more often than early develop- 
ment, (64% vs. 86%), perhaps because they 
are more likely than school staff to deal 
with people of all ages. Professionals un- 
derstandably tended to assert that the cause 
of the problem relates to that aspect over 
which they have territorial jurisdiction. 
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point up the unexpected. For example, few 
clergy reported seeing five or more cases 
of delinquency, alcoholism or mental re- 
tardation. School staff did not notice many 
cases of marital conflict. Such responses in- 
dicate specific areas in which certain po- 
tential casefinders were not active. 
Handicapping conditions get defined as 
problems to the extent that people think 
"something can be done about it". In look- 
ing at the responses to the question, “Is 
there help available in the county for this 
problem?," those groups reporting having 
had least contact with a given problem also 
were least aware that help was available. 
For example, schools, clergy and govern- 
ment officials who reported seeing few cases 
of alcoholism also were least likely to know 
what services were available for alcoholics. 
Clergy were not recognizing cases of retar- 
dation and they were less likely to know 
about help in the county for retardate. 
Since schools and clergy were often frequent 
sources of informal referrals from other 
community members, their lesser awareness 
of these problems merits consideration when 
planning community education programs. 
Government officials were most reluctant 


Government officials were most reluctant to label any prob- 


lems as mental health problems. 


In the frequency with which they report 
contact with problems, the most active case- 
finders were policemen. Social workers, at- 
torneys and physicians were next in order. 
Policemen reported the greatest number of 
contacts with alcoholism, juvenile delin- 
quency and mental illness; physicians re- 
ported the most contact with problems of 
the aged infirm; attorneys were in frequent 
contact with marital problems. Such find- 
ings as these which verify the expected pro- 
mote confidence in those findings which 


Vol. 55, No.2, April 1971 


to label any problems as mental health 
problems. Since these respondents were 
elected officials, they may have been reluc- 
tant to commit themselves on something 
about which they were uncertain, or which 
might in some way offend, because they 
might be held accountable for it in some 
way. 

Attorneys were most likely to choose cate- 
gories used by the American Psychiatric 
Association for defining mental health 
problems, categories familiar to them 
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through their use in legal commitment pro- 
ceedings. Social workers and nurses were 
more likely than others to consider being 
continually unemployed or phobic as men- 
tal health problems. One of the most in- 
teresting patterns was that of the law 
enforcement officers who were nearly unan- 
imous in choosing mental retardation, 
brain damage, suicide and sex deviancy as 
mental health problems, but who least of- 
ten labeled juvenile delinquency a mental 
health problem. 

Finally, there were two interesting differ- 
ences in response by age groups. Respon- 
dents on either side of the 45-year median 
age were equally likely to perceive stress, 
personality characteristic or physical fac- 
tors as causes of mental health problems. 
However, 55% of the younger, but only 
24%, of the older group saw early develop- 
ment as a common cause of problem behav- 
iors. Perhaps the further one is removed 
from an event, the less likely he is to per- 
ceive it as a major determinant of current 
behavior. 

A second difference was that the group 
over 45 was about two and a half times 
more likely to assert that mental health 
problems are inherited than were their 
younger counterparts. This may represent 
a generational difference in terms of the 
socialization experience of the older group 
who grew up in an era when a flourishing 
eugenics movement warned about the haz- 
ards of "downward genetic drift". 


Conclusion 


When identifying and dealing with prob- 
lems respondents said they pay more atten- 
tion to deviant behavior than to deviant 
thought processes. They most often agreed 
that bizarre psychotic disorders such as 
schizophrenia were mental health problems, 
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while alcoholism, neurosis, and mental re- 
tardation were less likely to be so labeled. 
This is in keeping with the definition of a 
casefinder as being a person designated by 
his community to intervene at the point of 
visible social breakdown in order to preserve 
the public peace. 

At the level of a general question, when 
respondents were asked about the cause of 
mental illness they most often answered, 
stress or strain, a factor that might be rem- 
edied. When symptoms were presented in 
story form and related to specific types of 
people, however, causes were formulated in 
terms of personality characteristics or early 
developmental history. Such attributions 
as these project the problem into the offend- 
ing person as an inherent or acquired defi- 
cit, perhaps leaving others with a lessened 
sense of responsibility for changing current 
stressful conditions. 

Indeed, respondents were less likely to 
say they would act as casefinders than to say 
that a problem existed and that something 
could be done about it. Negative attitudes 
about getting involved keeps many from 
committing themselves to the casefinder role 
to refer troubled people to appropriate 
sources of help. 

Finally, occupational membership influ- 
enced the kind of problem a person was 
likely to discover or recognize and the kind 
of help he thought would be appropriate as 
a resource for referral. One contribution 
a county mental health association might 
make on the basis of these findings would 
be to organize seminars or discussion groups 
to broaden the perspectives of the various 
caretaking occupations for recognizing 
mental health problems and to acquaint 
them more thoroughly with the varieties 
of community and state resources already 
available to help with a range of mental 
health and other problems. 
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Salvatore V. Didato, Ph.D. 


Therapy Failure : Pride and/or 
Predjudice of the Therapist? 


In recent years the therapist has been 
scrutinized as a significant variable in the 
success or failure of therapy. Evidence is 
mounting, for example, that the therapist 
is likely to assume a bias in favor of his 
own social class and thereby be blocked in 
his therapeutic efficiency.5 $1? It has also 
been shown that therapist attitudes to- 
ward patients are significantly related to 
race, religion, and even source of referral.® 

Bias may also extend to psychodiagnostic 
testing reports A particular therapist 
bias, occurring with inescapable ubiquity, 
is the notion that patients who reject their 
therapy initially may not be or cannot be 
helped.12 

Studies have shown that patients initi- 
ally displaying negative attitudes toward 
therapy are helped more than is realized 
and that often success is a function 
of the therapist’s motivation.? %10, 11 Stu- 
dies also suggest that the best results 
are often with patients for whom their 
therapists hold high expectations for prog- 
ress 1? and with whom therapists have com- 
mon socioeconomic backgrounds.» 7 How 
therapist expectations are actually related 
to therapeutic efficiency remains to be de- 
termined by future research. 
no Eee 

` 


Requests for reprints may be sent to Dr. Didato at 
175 Seton Drive, New Rochelle, N.Y. 10804. 
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The patient also has his prejudices which 
in turn affect the therapist. It appears 
that the likelihood of therapeutic success 
is mutually dependent upon the fulfillment 
of the therapist's expectations of the pa- 
tient, and the patient's expectations of the 
therapist? In this connection some be- 
lieve that the crucial factor may not be the 
insight of the patient or even his faith in 
psychotherapy, but his capacity to conceptu- 
alize his expectations of therapy in a man- 
ner more congruent with the therapist's 
role image of himself? Again, on the side 
of the patient, a highly motivated patient 
may elicit positive attitudes in the thera- 
pist, which in turn, may generate more 
favorable clinical evaluations and possibly 
a more favorable growth outcome.!^ These 
types of interpersonal equations have been 
discussed at length by Strupp.' 


— 
<. . the therapist's capacity to 
like the patient may, in and of it- 
self, be one of the crucial vari- 
ables in successful treatment. 


—_ 


It has also been shown that therapists 
like patients they think they can help and 
communicate differently with patients de- 
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pending upon whether or not they consider 
them suitable for psychotherapy, giving 
either distance producing responses or em- 
pathic responses. 2. 13 The question arises 
as to whether there is a cultural (or sub- 
cultural) pressure on the therapist to like 
the patient resulting in reluctance on the 
part of the therapist to admit dislike It 
has been suggested that the therapist’s ca- 
pacity to like the patient may, in and of 
itself, be one of the crucial variables in 
successful treatment. 3, 12 
Careful exploration of countertransferen- 
tial reactions may yield valuable data con- 
cerning the therapeutic failure of patient 
groupings such as homosexuals, schizo- 
phrenics, and character disorders (includ- 
ing criminals, drug addicts, and delin- 
quents. It may be recalled that before 
F. Fromm Reichmann's pioneering efforts 
in treating schizophrenia, most authorities 
considered this work futile. J. Rosen and 
H. Spotnitz have also helped to wear thin 
the "untreatability myth" regarding schizo- 
phrenia. In light of the mounting evi- 
dence that the therapist is a highly signifi- 
cant variable in psychotherapy and may 
even cause negative therapeutic effects,!^ 
when will clinics and hospitals begin to 
assess therapist personality as part of their 
initial staff screening procedure? More 
therapist depth assessment, i.e., attitudes 
toward his patients, ability to identify and 
empathize with them, etc, should be at- 
tempted before assignment of such to him. 
Truax ' has attempted this in several stu- 
dies and his conclusions suggest a novel, 
interesting and fruitful paradigm in place 
of the usual procedure of patient-therapist 
assignment. 
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Walter B. Simon, Ph.D. 
John E. Wood, Jr. 


Psychotherapy in a 


Public Mental Hospital 


The authors cross-validated and extended a study of psychotherapy 
suitability of patients in a public mental hospital. The second study 
showed a larger number of patients suitable for psychotherapy, but still 
found this number to be less than half. The authors suggest that more 
rigorous screening would result in suitable patients being referred to 


other than inpatient facilities. 


It has been the belief of workers in the 
field, including one of the authors that 
psychotherapy can be expected to benefit 
only a relatively small number of in- 
mates in public mental hospitals (PMH). 
In a previous study,? a survey was made to 
determine psychotherapy suitability. The 
sample consisted of 200 successive new ad- 
missions to a PMH. Patients were seen 


' within two weeks of admission. Only 17% 


were found to be suitable for psychother- 
apy; the percentage seen for more than two 
therapy sessions was only 6.5; 24% of the 
patients in sample were discharged before 
being interviewed. 

The present study is intended as a cross- 
validation and an extension of the original 
study. Differences between the first study 
(Study I) and the present one (Study II) 


Dr, Simon and Mr. Wood are with the Northamp- 
ton State Hospital, Northampton, Mass. 01061. The 
authors wish to acknowledge the aid of David M. 
Johnson in assisting with the computational work. 
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are: (1) different interviewer; (2) interview- 
ing newly admitted patients earlier than in 
the original study; and (3) comparing psy- 
chotherapy suitability characteristics with 
length of hospitalization of the current ad- 
mission. 


Method 
Subjects 


The subjects were 200 new admissions at 
Northampton State Hospital. There was a 
four-week interval between the first and 
second group of 100 patients. Included 
were all persons admitted to the hospital, 
with the exception of those committed by 
the courts for psychiatric observation. 
There were 115 women and 85 men. 


Procedure 


Persons over seventy years of age and 
transfers from state schools for the retarded 
were considered unsuitable and not inter- 
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viewed. An attempt was made to inter- 
view all others on the second day after ad- 
mission or as soon after that as possible. 
'The mean interval between admission and 
interview was 3.0 days. Allinterviews were 
conducted by one of the authors (JEW). 

Criteria for exclusion from psychother- 
apy, in addition to age and known severe 
mental retardation were: (1) organic brain 
pathology; (2) chronic alcoholism, if it ap- 
peared to be the major problem; (3) drug 
addiction; (4) inability to speak English; or 
(5) lack of motivation (ie, "I'm not inter- 
ested”). Chronicity of “illness” (ie, several 
previous admissions) was not a criterion of 
exclusion. 

The criteria for inclusion in psycho- 
therapy were: (1) motivation (ie, the inter- 
est to talk over one's problems); (2) acute- 
ness (ie, having obvious, overt problems 
Which interfered with life adjustment); 
(3) being reachable (ie, being able to estab- 
lish satisfactory contact and rapport); and 
(4) having previously had psychotherapy. 

The criteria for psychotherapy were not 
very stringent. Since candidates for all 
types of psychotherapy, intensive and sup- 
portive, individual and group were in- 
cluded in the decision about psychotherapy, 
there was a preference to err on the side of 
including more unsuitable persons rather 
than to err by excluding suitable ones. 

After evaluation, the interviewer asked 
the persons he considered suitable for psy- 
chotherapy whether they would be inter- 
ested in individual or in group psycho- 
therapy. 

Each person's hospitalization time was 

————————————ÀÉ. 


* A table with the numerical data of both studies 
may be obtained from the authors. 


** The one relatively large difference between the 
two samples is in the number of physically ill and 
of retarded persons—seven in Study I and twenty- 
two in Study II. 
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computed by counting the days spent in the 
hospital during the six months after the 
day of admission. Absences (visits home, 
etc.) were not counted as hospitalization 
time. : 


Results and Discussion 


There were 94 persons interviewed i 
Study I; 145 persons in Study IL.* TI 
difference was primarily due to the effort 
made to interview early. While in Study. 


rather than 60 as in Study I. There were 
15 persons in the 60-70 group, only one of 
whom was judged to be suitable for psy- 
chotherapy. The number of persons 60. 
years or over is thus approximately the same ^ 
for Studies I and II (51 and 46 respei 
tively).** 


Number of persons suitable for psycho 
therapy 


There was a considerably larger number 
of "suitables" in Study II (66) than D 
Study I (34). The number of "unsuitable" 
is also larger in Study II—there were 79 
against 60 in Study I. It seems likely 
that if more patients are interviewed thi 
will result in a larger increase in “suit 
ables” than in “unsuitables.” This has to 
be interpreted with caution. There could 
be at least two other explanations for this 
the present sample may have included 4 y 
larger number of “suitables” and the pres- 
ent judge may have had a somewhat more ' 
"liberal" notion of who is "suitable." 

Study II includes 11 more women tha 
Study I. In both studies, women were more 
likely to be considered suitable. The num 
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ber of women in Study I was 104, 24 of 
which (2395) were considered suitable. In 
Study II, there were 115 women, 43 of 
which (3795) were considered suitable. Out 
of 96 men in Study I, 10 (10%) were seen 
as suitable; in Study II, 19 out of 85 (22%). 
It is interesting to note that while suit- 
ability percentages of Study II are approxi- 
mately twice as large as those of Study I, 
the ratio between these percentages for men 
and women are very similar In both 
studies, women have approximately twice 
as high a likelihood of being considered 
suitable than men. Thus, the mere fact 
that Study II includes 11 more women than 
Study I would result in the likelihood of a 
slightly larger suitability group. 


Hospitalization time * 


It was found that the notinterviewed 
unsuitable group was hospitalized longest 
(115.1 days). "This was to be expected since 
this group is largely made up of elderly 
people. The group with the next largest 
hospital stay (48.8 days) is the suitable 
group that entered psychotherapy but it 
did not exceed the interviewed unsuitable 
group (45.7 days) by much. The suitables 
who did not enter therapy were hospitalized 
for the shortest time (29.5 days). 

When the groups are divided on the basis 
of whether patients stay more or less than 
two weeks, not unexpectedly the mean 
hospitalization times of the Jess-than-two- 
weeks groups are not appreciably different. 
In the over-two-weeks groups, the not-inter- 
viewed—not-suitables stayed approximately 
twice as long (128.1 days) as any of the 
three other groups; these other three groups 
ranged from 56.5 to 64.3 days. Particularly 
important is the lack of difference in hos- 
pitalization time between those suitables 
that started therapy and those that did not. 
The conclusion that psychotherapy does not 
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lower hospitalization time would support 
the results of Fairweather et al? and of 
Schwartz. ** 

A comparison may also be made in each 
of the groups of the number of persons that 
stayed less than two weeks with those that 
stayed more than two weeks. Of particular 
interest here is the comparison between the 
two suitable groups. In the non-joiner 
group, the number of persons staying less 
than two weeks was much larger propor- 
tionately (55.2%) than it was for the joiners 
(15.8%). There are at least three possible 
reasons for this. (1) psychotherapy might 
result in patients staying longer, (2) those 
who do not enter psychotherapy “leave the 
hospital in disgust,” and (8) therapists pre- 
fer to do psychotherapy with patients whom 
they expect to stay for a while. There is 
anecdotal evidence that the last reason is 
valid in some cases. It is quite possible 
that the other two reasons may also be of 
importance. 

Of the twenty-six short-stay interviewed 
notsuitables, seventeen carried alcoholism 
or drug usage as the primary diagnosis, four 
others as an additional one. 


Conclusions 


Although the number of persons who 
are suitable for psychotherapy was larger in 
Study II than in Study I, it still only in- 
cludes 41% of women and 227% of men pa- 
tients. When the earlyleavers are ex- 
cluded, the figures remain substantially the 
same—41% of the women and 26% of the 
men. 

If the relatively high number of early- 


* A table listing the time the various groups were 
hospitalized is available from the authors. 


** It may also be of interest that 54 patients (27%) 
left the hospital within two weeks of admission. 
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leavers is taken together with the lack of 
difference in days hospitalized that is asso- 
ciated with receiving psychotherapy, it 
points to the need to screen incoming pa- 
tients. Many of the suitable-early-leavers 
who could benefit from psychotherapy 
should be treated in the hospital's (or an 
associated) outpatient facility. If hospitali- 
zation of members of this group is required, 
it should be as brief as possible (emergency 
hospitalization). Suitables should be sepa- 
rated, logically if not bodily, from not- 
suitables. The latter may benefit from other 
methods of care whether this be custodial, 
purely medical, etc. 

What is required is an increasing refine- 
ment in the treatment of “applicants” for 
hospitalization. A good many should be re- 
ferred to other helpers, preferably within 
the same mental health center. If hospi- 
talization takes place, there should be a dis- 
tinction between what form of help a per- 
son could benefit from. Many persons may 
be able to benefit from services at the same 
time less complicated and more effective 
than has been (and to some extent still is) 
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envisaged by many helping professionals. 
If this is done, it may turn out that the 
shortage of mental health professional per- 
sonnel, at least in hospitals, may not be as 
drastic as it seems.1 
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C. Peter Rosenbaum, M.D. 


Supportive Outpatient Treatment 


Outpatient treatment of discharged 
patients, specifically designed to meet their 
needs, has become widely available. For 
those patients whose course is chronic, care 
must be chronic: some patients may need 
to be followed for life. 

There is a great diversity of approaches 
in outpatient work, but one common 
theme seems pervasive, namely, traditional 
intensive individual psychotherapy, with 
its regularly scheduled 50-minute sessions 
with the same therapist week after week, 
has been largely abandoned. Briefer con- 
tacts, with more flexible scheduling, are 
more the rule than the exception. The 
intensity of the personal contact between 
therapist and patient ranges from nil in 
"drug clinics" where the transaction cen- 
ters primarily around regulating medica- 
tion and refilling prescriptions, to great, 
with carefully thought out interventions 
by the therapist. 

Likewise, there is considerable variation 
in the use of multiple therapists, psycho- 
therapeutic approaches, and uses of trans- 
ference to an institution. ? 

The Thursday Afternoon Clinic (TAC) 
of the Adult Psychiatry Clinic at the Stan- 
ford Medical School will serve as an 
example of such an aftercare activity. Mod- 
eled in 1962 after the Wednesday After- 
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noon Clinic at the University of Cincin- 
nati,? it has subsequently been adapted to 
local needs and ideas, 

TAC is staffed by a social worker and 
psychologist who direct it, four to six psy- 
chiatric residents, and a visiting consultant 
who serves on a three-month rotation. 
From 1:00 to 2:30 p.m. each Thursday, a 
group therapy room is set aside for the 
TAC patients; coffee is provided and oc- 
casionally some of the patients will bring 
pastries. The patients chat together as 
they await being called for their 20-minute 
appointments; the waiting room setting 
serves to enhance the patient’s transference 
to the institutions of Stanford and TAC. 

New patients are evaluated for about 45 
minutes; they are reviewed in the post- 
TAC discussion, guided by the visiting 
consultant, from 2:30 to 4:00 pm. They 
may be called into this discussion for fui 
ther evaluation; questions can come from 
anyone in the group. Such exposure gets 
all the therapists involved with the patient 
at the very outset and introduces the pa- 
tient to a multiple therapy format which 
may later be used in treatment. 

The TAC therapists rotate in seeing pa- 
tients; rarely does the same therapist see 
the patient twice in a row. Such “round 
robin” scheduling has been described in 
detail Each therapist knows of other 
therapists’ efforts with a given patient from 
notes in the chart and from the post-TAC 
discussion. Again, the use of different ther- 
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apists diminishes transference to an indi- 
vidual and enhances that to the institution. 
Many of these patients have had marked 
difficulty in getting close to and then sepa- 
rating from significant persons; the TAC 
format provides them with personal atten- 
tion, but buffers them from the strains of 
an intense personal relationship. Visits are 
scheduled to meet the needs of the patient; 
some patients are seen weekly, especially 
during periods of acute stress; others are 
seen once a month or less frequently. Pa- 
tients are free to drop in any Thursday 
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Therapists can remain sympa- 
thetic to difficult and trying pa- 
tients, secure in the knowledge 
that they will see them only once 
in six weeks at most. 
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they want to, even if they haven't been 
formally scheduled for an appointment. 
On-call residents are available to patients 
who need help between Thursdays, 

TAC therapists make liberal use of ad- 
vice, support, exhortation, experimentation 
and medication. They are free to see fam- 
ily members and close friends when such 
interviews may be useful. Sometimes more 
than one therapist will see a patient in a 
multiple-therapy mode.5 

Some vignettes of treatment follow: 


Example 1: Bill T., a 19-year-old, was recover- 
ing from an acute schizophrenic episode, but 
still manifested a number of signs of social 
ineptitude and incompetence that had 
marked his adjustment prior to his acute 
psychosis. He was living with his mother, 
who maintained an infantilizing relationship 
with him. Bill wanted to become independ- 
ent enough to take a job and move away from 
his mother, but his social incompetence pre- 
cluded this; previous attempts at finding and 
holding jobs had been failures. 
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His therapists agreed with his aspirations, 
and after being sure that his psychiatric con- 
dition was relatively stable and medication 
doses were regulated, started working with 
him on the problem of finding a job. At 
first they reviewed with him the kinds of jobs 
he would be interested in and for which he 
seemed to have the requisite aptitudes, 
Then they rehearsed with him the job inter- 
view situation. Generally the therapist as- 
sumed the role of a prospective employer, 
though occasionally the roles were reversed. 
Because each of the therapists on the TAG 
panel had his own, unique style, Bill was 
exposed to a wide variety of potential em- 
ployment interview situations, 

When, at last, he and the therapists thought 
he was ready, he went out looking for a job. 
He was turned down at first, but ultimately 
got a job as an assistant in a bicycle repair 
shop, where he worked well. He was then 
able to move into his own apartment and 
Start using his TAC visits as a help in starting 
learning how to make friends, date, and oc 
cupy his leisure time pleasurably. He has 
made substantial progress over the last four 
years. 


Example 2: Miss Dorothy L., a 65-year-old 
spinster and retired school teacher, known 
and beloved by the patients and staff of TAG 
as the “Flower Lady”. She was a lonely, ec 
centric recluse, who had heard voices and had 
had visions for many years, but who had, by 
and large, stayed out of society's way and de- 
voted herself to her orchids, She had become 
quite expert on the care and raising of her 
flowers and demonstrated an impressive 
knowledge about them. She was referred for 
treatment because she annoyed villagers with 
her religious messages which she said had 
been sent to her by the Voice of God. 

She was somewhat anxious and depressed, 
her thinking was scattered, and there seemed 
to be evidences of recent decompensation 
when she was first seen. These symptoms im- 
proved with treatment. She purchased and 
brought boxes of excellent cookies and pas- 
tries which she distributed to patients and 
staff. 

During treatment an abdominal mass was 
discovered and the surgical consultant ad- 
vised an operation. Miss L. adamantly re- 
fused, saying that it was an unborn baby God 
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implanted in her, and that He forbade her to 
let anyone cut into her. The TAC therapists 
feared a malignancy and used every means at 
their disposal to persuade her to undergo 
surgery. They cajoled, pleaded, advised, 
threatened, and in one instance went so far as 
to imply that they, too, had gotten communi- 
cations from on high and that in this particu- 
lar instance, God was willing to make an ex- 
ception. At one point there was a session in 
which Miss L. was invited to join the as- 
sembled TAC therapists, who had a lively 
debate among themselves on the pros and 
cons of surgery, hoping that by playing out 
the roles of God and Devil in a multiple 
therapy mode, they might change her mind. 
All was to no avail, and Miss L. disappeared 
from treatment, apparently unable or unwill- 
ing to face the therapists. 

Two years later she miraculously reap- 
peared, in good health, The abdominal mass 
was still present, but presumably was benign. 
Some of her original symptoms had recurred 
and she wanted help with them. She re- 
ceived some benefit after two sessions and 
then disappeared again. 


Aftercare settings such as TAC offer a 
number of obvious advantages to these 
patients. Perhaps most importantly, like 
the smile on the Cheshire Cat, the treat- 
ment remains available, even though the 
individuals who render it have left the 
institution. TAC has become as enduring 
in the minds of many of its patients as 
the stones of the hospital itself. Patients 
are protected from having to deal with the 
intense and difficult emotions that may be 
called forth in traditional individual ther- 
apy. Flexible scheduling and techniques 
allow therapists to adapt their approach 
to the needs of the particular patient. 
Therapists can remain sympathetic to dif- 
ficult and trying patients, secure in the 
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knowledge that they will see them only 
once in six weeks at most. The post-TAC 
discussion provides the treatment staff with 
an opportunity to ventilate and to share 
ideas about new approaches for dealing 
with a particular patient who is familiar 
to all of them. 

The results of TAC are difficult to as- 
ses. Keeping a patient functioning and 
out of the hospital is itself a valuable 
achievement but one hard to evaluate. In- 
tuitively, the TAC staff feels there have 
been several patients who probably would 
have decompensated and had to be re- 
turned to a hospital had it not been for 
their interventions. Some patients have 
made such substantial progress and shown 
such integration that individual or group 
therapy looked to be more useful for long 
term change and growth; such patients 
have been transferred out of TAC into 
the appropriate treatment. 
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Points of View 
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Howard B. Roback, M.S. 
Alfred Webersinn, M.A. 
Harry Guion, M.A. 


Effects of the Psychotherapeutic 
Experience on Emerging Psychotherapists 


Although few psychotherapists would 
deny that psychotherapy is a reciprocal re- 
lationship in which both participants are 
influenced by one another, it appears as 
though far too few therapists have given 
much thought or expressed an interest in 
investigating the effect that administering 
therapy has had on their own behavior. 

When the three authors were members 
of the psychology department of a state 
psychiatric hospital they explored this 
topic with each other and felt that an 
attempt to communicate their thoughts 
might also stimulate other students and 
more experienced psychotherapists to ver- 
balize their feelings on this matter. 

The discussants concurred that a psycho- 
therapist is an artificial human being; he is 
a nonreal entity who relates in a nonreal 
way with the people who seek his services. 
Thus, in a sense, his warmth, acceptance 
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and nonjudgmental manner are totally un- 
like those qualities of most persons in 
society. Through repeated exposure to 
disturbed persons’ pathological responses, 
the therapist becomes desensitized to these 
maneuvers, which are considered so threat- 
ening to most members of society. In fact, 
the “successful” therapist learns to create 
an atmosphere in which his clients feel 
able to confide their “true” thoughts and 
feelings, as well as to “confess” their mis- 
behavior without fear of betrayal and criti- 
cism. After relating with people on this 
level over a period of time, there is likely 
a conditioning process going on within the 
therapist. In a sense, he becomes a mecha- 
nized, positive reinforcement apparatus at 
the cost of having his natural feelings of 
annoyance, anger, sorrow, fear, and pity 
“atrophied” or the behavioral manifesta- 
tions of them dissipated over time. After 
dealing with pathology much of the work 
day and in his reading at night (if he is 
a student in Clinical Psychology), it is quite 
conceivable that the therapist might feel 
a little bit uncomfortable when he leaves 
the office because of the way that he has 
been conditioned to respond to his clients; 
that is, he looks for pathological elements 
within his new acquaintances, because he 
feels he can deal with these aspects of peo- 
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ple. An opposing view might be that a 
therapist expects more from his friends and 
acquaintances in the sense of his being in- 
tolerant of their pathology. Thus, he ex- 
pects them to camouflage their "eccentrici- 
ties” when they are with him, otherwise 
he may well have a “busman’s holiday". 

It often appears as though people tend 
to go to extremes when they meet a psy- 
chologist or psychiatrist in terms of reveal- 
ing their’ pathology to him; that is, they 
may be hostile to him because he is a 
reminder to them of their inadequacies or 
they may wish to talk to him about a 
problem they have, a friend has, etc. The 
reaction might also result in hostility if the 
person perceives the psychologist behaving 
as a “therapist” which suggests that the 
questioner is functioning like a client; to 
some individuals, the client’s role is not a 
comfortable one. In any case, the thera- 
pist will likely either ignore or reflect the 
hostility directed towards him, or sympa- 
thetically listen to the person seeking help 
and then refer the individual to an appro- 
priate source. If his relationships continue 
to have this effect, it is also quite conceiv- 
able that the therapist will become less 
active with others and more interested in 
activities that divorce him from his com- 
munity—reading, research, etc. Although 
this is not to imply that these activities are 
not motivated by more healthy reasons, it 
is plausible that they can also serve as 
“escape outlets” for the young clinician. 
Perhaps with more vintage, he learns to 
differentiate his professional self from his 
social self. 

Perhaps these thoughts become rein- 
forced in the young clinician as he observes 
several of his professors of psychotherapy 
demonstrating an inability to make the 
previously mentioned distinction; they gen- 
erally fit the model of individuals who tend 
to isolate themselves from other faculty 
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members and students except when they 
are “needed,” That is to say that they will 
make themselves available when the stu- 
dent has an academic or personal problem. 
It is naturally difficult to assess which 
comes first, the avoidance behavior or the 
training and experience in psychotherapy. 
But in many cases, it appears as though 
some university clinicians have symbolically 
divorced themselves from their peers and 
community. 

One might also explore the vicarious 
living of the young clinician; he feels an 
obligation to his client to represent him- 
self as a stellar member of the community, 
and perhaps in some ways lives vicariously 
through the experiences of his client. That 
is, the therapist’s ability to relate to the 
free id expression of some of his socio- 
pathiclike clients might enable the clini- 
cian to gain some vicarious satisfaction for 
similar yearnings within his own personal- 
ity; these yearnings are often aspects of 
himself with which he cannot relate due 
to his own socialization. 

In addition, the influence and control 
he is capable of utilizing with people in 
no small way has a grandiose and ego in- 
flating flavoring to it. He becomes the 
“understanding” husband to the woman 
with a totally insensitive spouse; the “con- 
cerned” and nonthreatening big brother 
to the disturbed child or the “man who 
made it” to the client who feels like a 
complete failure. As some social scientists 
feel that a person is what others perceive 
him to be, how does the young therapist 
feel about this superman role? 

Perhaps the few, abbreviated ideas that 
have been presented above merely reflect 
“role strain” for young therapists, but it 
would be interesting to hear how other 
clinicians feel about this matter. Perhaps 
it would be another area worthy of investi- 


gation. 
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l. E. Sturm, Ph.D. 
Herbert Lipton, Ph.D. 


Countering Defeatism in 
Psychiatric Vocational Placement 


Hospital personnel who participate di- 
rectly or indirectly in the employability of 
psychiatric patients nearing discharge offer 
many different kinds of explanation for 
their role in failures in placement. The 
purpose of this note is to provide rejoin- 
ders to some of the wide-ranging ex- 
cuses that are propounded under such cir- 
cumstances. Although these rejoinders are 
not valid for all situations at all times, they 
may point up preconceptions on the part 
of hospital personnel at all levels that other- 
wise might serve to reduce further the em- 
ployability of the mental patient. 

l. Excuse—Employers think mental pa- 
tients are dangerous and will go berserk. 
Answer—Employers typically only want as- 
Surance that the mental patient can do the 
job without costly unpredictable disrup- 
tions—very few fear violence to an unreas- 
surable extent. 

2. Excuse—They don't want someone 
who is considered "sick" and not "cured". 
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Answer—Tell the employer the patient has 
had "problems in living" but is working 
them through.? 

3. Excuse—They don't want someone 
with "problems in living". Answer—Tell 
the employer the patient has been "sick" 
but is being rehabilitated.14 

4. Excuse—There are no openings in this 
patient's field. Answer— Perhaps not in his 
general field but in his subspecialty. Other- 
wise, train him for openings that do exist 
locally. 

5. Excuse—His relatives oppose his dis- 
charge. Answer—Overrule them on medi- 
cal grounds—"doctor's orders,” “work is 
therapy." 

6. Excuse—His doctor opposes his re- 
lease to a job. Answer—Convince the doc- 
tor on logical, philosophical, research, and 
experimental grounds that "nothing ven- 
tured nothing gained". Liberal release 
policies are supportable in terms of num- 
bers of patients present in the community 
on a follow-up date.13 

7. Excuse—The patient doesn't want to 
leave. Answer—Encourage him to try à 
night hospital program or some other grad- 
ual accommodation which he can find re- 
warding. 

8. Excuse—Well, the patient should start 
out from a night hospital program but we 
have none. Answer—Make an arrange- 
ment with the hospital so that you could 
drive him to work every day yourself. 
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9. Excuse—Employers don’t understand 
how the hospital works and don’t really 
want to cooperate with us. Answer—Invite 
the prospective employer into the hospital. 
Get him to meet other employers who do 
hire mental patients. Show him what your 
problems are. One good way to get to 
know each other is to evaluate the employa- 
bility of several patients jointly.5 

10. Excuse—Employers say they want ex- 
perienced workers only. Answer—This is a 
good reason to start an in-hospital sheltered 
workshop. The patient's practice in this 
workshop will provide recent experience 
that can appear on his resume. 

1l. Excuse—His clinician says that the 
patient is not sufficiently well-integrated. 
Answer—The only way to know if the pa- 
tient can meet the challenge of work is to 
try him out, preferably while still in the 
hospital, as on a graduated work load. Judg- 
ments of intrapsychic or interpersonal fac- 
tors do not predict job interest or perform- 
ance in any compelling way.” 

12, Excuse—Our patients are said to be 
stigmatized and so no one will offer them a 
job. Answer—A better theory to apply to 
your thinking about the former mental pa- 
tient is that of the minority group. Some 
employers prefer minority group members 
for certain kinds of jobs. All employers 
hire them if there are openings that are go- 
ing begging because of either general or 
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preparation for a job, good supervision dur- 
ing a trial period, and close cooperation be- 
tween the employer, patient, psychiatrist, 
and social worker, produce good results." * 

13. Excuse—We won't be able to place 
patients because some researchers say that 
in the long run former mental patients are 
not as substantial a work group as are non- 
patients. 2. 8, 10,14 Answer—Most employ- 
ers feel that each person is an individual who 
deserves a unique evaluation. A good basis 
for arguing the employability of a former 
mental patient would be pre-hospital job 
stability.16 f 

14. Excuse—Our patients don’t want to 
lie about their hospitalization and so they 
don't get hired. Answer—The job appli- 
cant should not write down the fact of his 
hospitalization on his employment form. 
If he wishes to let it be known, he should 
orally inform the personnel officer inter- 
viewing him. The interviewer can then 
decide whether or not to put the informa- 
tion down on the application inasmuch as 
the supervisor and others might see it there. 
In general, patients who choose to be truth- 
ful can be counseled toward a more effec- 
tive interview. On the other hand, if the 
applicant chooses to lie, it is preferable that 
it be done well than be marred by a sudden 
embarrassed confession.!? 

15. Excuse—Consider the future with 
the guaranteed wage and negative taxes— 


...if the applicant chooses to lie, it is preferable that it be done 


well... 


Ich tenn 


specific underemployment? Furthermore, 
there are specific ways to make your reha- 
bilitative efforts more productive. A 
quarter of a century ago, the psychiatric 
social worker at Worcester State Hospital 
observed that “industrial and other com- 
munity leaders have seen that careful 
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maybe we're doing society a favor every 
time we don't release a patient to compete 
for employment. Furthermore, holding 
down a job does not necessarily preclude 
rehospitalization. 11 Answer—If an indi- 
vidual patient is ready and able to produce, 
it is your job to help him compete. 


16. Excuse—But if this fellow gets a job, 
someone who really needs the money but 
who is not considered handicapped will 
lose out because he doesn't have our help 
in getting the job. Answer—The taxpay- 
ers mandate that the former mental patient, 
whether or not he is distinctly handi- 


$$$ 
Former mental patients are hired 
according to the formula E—f 
($/S). That is to say, the relative 
employability of the former pa- 
tient is a function of the amount 
of money he could make for his 
employer over the amount lost 
through disruption by his sympto- 
matology (or personality). 

——————— 


capped, be given assistance. Perhaps some 
day the taxpayers will feel that the man on 
the street who is at some kind of employ- 
ment disadvantage should also get extensive 
help in job-seeking. 
l7. Excuse—I spend too much time 
worrying about whom to work with—good 
cases that are easy to place, or poor ones 
that are frequently unsuccessful but when 
they are successful, require more time. May- 
be I should go into research. Answer— 
Work a bit of each day with some of the 
easier patients to give you successful experi- 
ences so that your day will be rewarding. 
Successful placements will also build your 
reputation and make employers respectful 
of your opinion, and this means you will be 
more successful with them in the future. 
Nevertheless, work a bit of the day with the 
more difficult patients, where results may 
be surprising. At all events, it is not more 
research that is needed in psychiatric reha- 
bilitation now but managerial excellence to 
potentiate what is already known. Perhaps 
you should invite employers to contribute 
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their business knowledge and managerial 
experience to help you in your program.15 

18, Excuse—What of the notion of sever- 
ity of illness. Shouldn’t it be considered in 
placing patients? Answer—The problem 
of severity is a tricky one, but it should not 
affect rehabilitative efforts. A “severely” 
psychotic patient who upon hospitalization 
is terribly agitated and upset will often 
recover very rapidly, shortly be successfully 
reemployed, and have no recurrence of 
symptomatology for years. Another kind 
of patient can come in the hospital with 
low-key, bizarre symptoms of longstanding 
duration and, because he is not expected 
ever to get really better, be considered 
“severely ill”, although he might never be 
so disoriented that he could not hold a 
job. Because both types are called severe, 
and both are employable, the word doesn't 
have much meaning. 

19. Excuse—What if I consider the pa- 
tient too distractible or disoriented to be 
released to a job? Answer—This of course 
is frequently the case. Hospital personnel 
must realize, however, that if the employer 
really needs the patient the employer won't 
mind his symptoms on the job so long as 
the patient is profitable. Former mental 
patients are hired according to the formula 
E={($/S). That is to say, the relative em- 
ployability of the former patient is a func- 
tion of the amount of money he could make 
for his employer over the amount lost 
through disruption by his symptomatology 
(or personality. Once the patient has been 
hired, the employer would appreciate re- 
maining in touch with you on some after- 
care basis should he need to consult with 
you if there's trouble on the job. 

In summary, a set of excuses and rejoin- 
ders regarding difficulties in placing mental 
patients in jobs was presented. Although 
some of the excuses are unlikely and the 
rejoinders at best controversial this ap- 
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proach may provide a basis for discussing 
and precluding some of the more subtle 
cognitive impedances to the vigor and ef- 
fectiveness of the psychiatric hospital staff. 
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Donald I. Templer, Ph,D. 


Analyzing the Psychotherapist 


The psychodynamics associated with the role of the psychotherapist 
are discussed. The author suggests that doing psychotherapy satisfies 
needs for prestige, power, and money; provides sexual and other emo- 
tional stimulation; and permits the expression of sadistic and of nurtur- 
ant behavior. It is recommended that psychotherapists explore their 
sources of motivation for doing psychotherapy in order to increase their 


effectiveness. 


Schafer, in describing the apparent psy- 
chodynamics of the psychological tester 
which influence his behavior in the psycho- 
logical examination, maintained that there 
are voyeuristic, autocratic, oracular, and 
saintly aspects to the examiner's role. He 

discussed the attitudes of testers of eight 
different personality types: those with an 
uncertain sense of their own identity; the 
socially inhibited or withdrawn; the de- 
pendent; those with rigid defenses against 
dependent needs; the rigidly intellectual- 
istic; the sadistic; those with rigid defenses 
against hostility; and the masochistic. Some 
motivational factors associated with the 
role of the psychotherapist will be discussed 
below. 


Psychotherapy is Prestigious 
Psychotherapy is a Prestigious function, 
Persons in a number of disciplines view 
psychotherapy as a premium activity and 
vie with one another for the privilege or 
right to be a psychotherapist. At one time 
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the psychiatrist had a virtual monopoly 
upon doing psychotherapy and calling it 
such. By the early 1960s the clinical psy- 
chologist was able to autonomously do psy- 
chotherapy in most settings without effec- 
tive medical opposition and other persons 
in the mental health professions are also 
becoming more involved in psychotherapy. 

Social workers have advanced from doing 
“casework”, to doing psychotherapy while 
calling it “casework”, to doing psycho- 
therapy while calling it such. Clergymen 
fear that God may be dead and fear even 
more that people nowadays may look up 
more to the man who does the counselling 
or psychotherapy than to the man who 
quotes from the Bible, leads hymn singing, 
and gives soothing or not-so-soothing 
sermons. 


The Psychotherapist is an Omniscient 
and Powerful Figure 


The psychotherapist supposedly has great 
knowledge about the mechanics and dy- 
namics of both conscious and unconscious 
Processes. He knows what makes people 
think, feel, and act the way they do, And 
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Analyzing the psychotherapist 


he claims to have the ability to relieve 
some of the most distressing forms of hu- 
man misery. 

The relative lack of standardized proce- 
dure and the big place for the psycho- 
therapist's "intuition" in most forms of 
psychotherapy adds to rather than detracts 
from its mystique. The uncertainty of 
results in psychotherapy seems to have a 
similar effect. The scholarly and often 
vague terminology with which interpreta- 
tions are made and the underlying theories 
discussed makes a complicated process seem 
even more profound. If someone has a 
need for power, doing psychotherapy is 
certainly one path for him to take for 
gratification of this need. 


Expression of Sadistic Tendencies 


The psychotherapist is in a position to 
humiliate and ridicule the patient. This 
is frequently under the pretense of giving 
him insight. In many instances, insight 
consists of making the patient aware of his 
weaknesses, transgressions, and socially un- 
acceptable impulses. At all times, the 
therapist is supposed to be “accepting” of 
the patient. This implies a tolerance of 
the socially undesirable patient if not his 
socially undesirable behavior. Such tol 
erance may further imply that the tolerant 
person is superior to the person being ac- 
cepted, and is displaying great magnanim- 
ity in his unconditional positive regard for 
an inferior. 


Gratification of Needs for Succorance 


Many people have a very strong need to 
help others. With some, this need to help 
others may stem from a reaction formation 
against sadistic tendencies or their own 
dependency needs. With others, the need 
may be more to “mother” or take care of 
the unfortunate. Female and effeminate 
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male psychotherapists may especially be 
attracted by this aspect of psychotherapy. 
Many of these psychotherapists prefer to 
work with children. A single or barren 
middle-aged female may find psychotherapy 
with children especially gratifying. 


The Tickling of Emotions 


Many people in the mental health pro- 
fessions would be equally happy or happier 
in one of the humanities, such as drama, 
literature, music, or art. These include the 
clinical psychologist who views the statis- 
tics courses and research. of graduate school 
as nightmares of the past, and the psychia- 
trist who had little interest in the basic 
biological sciences taught in medical 
school. These, in general, are the people 
who want to have their emotions tickled. 
For them, psychotherapy is the equivalent 
of a soap opera with the exception of 
greater variety and real tears. There are 
a limited number of soap operas on tele- 
vision. The psychotherapist can hear as 
many types of stories as he is willing to 
positively reinforce. 


Sexual Gratification or Stimulation 


Few psychotherapists discourage their 
patients from talking about sex. The prev- 
alent attitude probably ranges from per- 
mission, to encouragement, to extraction of 
sexual material from the patient. In a 
social history or diagnostic interview some 
sexual information is obtained. However, 
in psychotherapy @ deeper relationship 
evolves and more numerous and interesting 
details are revealed. The psychotherapist 
whose sex life is unsatisfactory may be 


... psychotherapy is the equival- 
ent of a soap opera with the ex- 
ception of greater variety and 


real tears. 
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particularly prone to obtain vicarious satis- 
faction from the narrations of sexually 
active or imaginative patients. In addition 
to getting paid for talking about sex, the 
psychotherapist often has the pleasure of 
having a member of the opposite sex be- 
come infatuated with or even falling in 
love with him. No matter how mentally 
ill or physically unattractive the patient, 
this cannot help but be a compliment to 
the therapist. 


Financial Remuneration 


Psychotherapy is not necessarily more 
financially rewarding than other clinical 
endeavors such as psychological testing and 
the administration of somatic therapies, 
This is particularly so in most institutional 
settings where personnel are paid accord- 
ing to time spent on the premises rather 
than on the basis of units of work. How- 
ever, in private practice each minute of 
psychotherapy puts more money into the 
therapist's pocket. Psychotherapy is struc- 
tured to be never completely unrewarding 
to the therapist. Even with unsuccessful 
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therapy or a disagreeable relationship, 
payment is demanded. Many psychother- 
apists, particularly those of a psychoanaly- 
tical orientation, maintain that a high fee 
is of therapeutic benefit. The high fee may 
make some patients feel better, but is more 
likely to make the psychotherapist feel 
good. 


Conclusion 


The motives here suggested are not par- 
ticularly complimentary to psychothera- 
pists. Yet, this discussion was not intended 
to insult either psychotherapy or its prac- 
titioners. Rather, it is an invitation to 
psychotherapists to examine themselves 
closely and attempt to determine to what 
extent they are serving themselves and to 
what extent they are serving the troubled 
individuals they work with. 
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Ralph G. Hirschowitz, M.B., B.Ch. 


Mental Health Consultation to Schools 


In mental health consultation to schools, the consultant often displays 


“role clinging". 


identification and treatment of “di 
treat” practices do not increase the 
do they strengthen teachers’ management skills. 


He does so by an excessive preoccupation with the 
sturbed” children. 
“holding power" of the schools nor 


Such “test and 


Consultation to teach- 


ers and administrators should reduce, not increase, the prevalence of 


identified disturbance in the school. 


Successful consultation should 


combat, not support, tendencies to respond to disturbing behavior by 
prejudicial stereotyping, “self-fulfilling prophesies”, and needless ex- 


trusion. 


In mental health consultation traditional 
“test and treat” practices not only fail to 
define the forces generating behavioral dis- 
turbance but, also, deploy expert consultant 
resources wastefully. Teachers or coun- 
selors, who refer problem children rarely 
require amplification of the descriptive- 
analytic dimensions of the problems. They 
often do need support or extension of their 
management approach. The need for a 
consultant to offer such practical support 
and guidance has been highlighted by 
Lambert 5 in the following remarks, 
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“It has been said that school psycho- 
logists spend 90 percent of their time 
diagnosing problems and 10 percent of 
their time doing something about them. 
Whether or not this accurately de- 
scribes the activity of any given sc 
psychologist, there is no gainsaying that 
the language of the typical psychological 
report made after studying a child usu- 
ally contains dynamic, descriptive and 
diagnostic information but very few sug- 
gestions for specific follow-up ideas di- 
rected to the teacher who must continue 
to carry on with the education of the 
child under study. And summary 
recommendations contained in the re- 
port are often in the ‘further informa- 
tiom or ‘further diagnosis’ category. 
. . . . In short, the psychologist fre- 
quently finds himself reinforcing the 
observations and judgments of the 
teacher rather than providing any really 
new information.” 


Unless reports of the mental health pro- 
fessional function as springboards for help- 
ful action, school files are needlessly ex- 
panded by detailed descriptive reports. 
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The mental health consultant can extend 
his impact when his efforts are focused on 
the development of child-centered schools. 
Schools that are helped adequately to un- 
derstand and help troubled children begin 
to share the conviction of Stickney? that 
"Schools Are Our Community Mental 
Health Centers". 


Programs 

A basic working assumption in a school 
mental health program is that disturbance 
is generated in human relationships and can 
be modified through human relationships. 
The mental health consultant attempts to 
promote mental health and reduce deviance 
in some of the following ways. 

l. The consultant identifies, then 
strengthens, properties of the school Sys- 
tem which are conducive to positive men- 
tal health; he encourages self-correcting 
open systems with organizational climates 
that promote "orchestrated heterogeneity". 
He works to increase the holding power of 
the school system and widen tolerance for 
human diversity. This process reduces the 
tendency to stigmatize, extrude, or scape- 
goat children simply because of different- 
ness, 

2. The consultant identifies, then modi- 
fies, those system properties which are 
inimical to mental health. He is selectively 
attentive to structural and interpersonal 
patterns that restrict the development of 
faculty or students. 

3. In consultation, the goal is to increase 
the sensitivity, responsiveness and effective- 
ness of members of the school community. 
To this end, the consultant may assist in 
recruitment, orientation and in-service 
training. He opens channels of communi- 
cation, facilitating dialogue through these 
channels. 

4. Where students come from “multi- 
problem families", the mental health con- 
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sultant is strategically placed to convene 
roundtable conferences of involved "firing 
line professionals" so that co-ordinated 
therapeutic strategies are planned and re- 
sponsibilities clearly allocated. 

5. In order to increase needed resources, 
the consultant may encourage the develop- 
ment of teacher-aides. (The community 
mental health consultant has some com- 
mitment to the mobilization of new, in- 
digenous, “non-professional”, amateur or 
volunteer resources.) 


Phases, Problems and Processes in 
School Consultation 


Seeking sanctions involves many weeks 
of orientation, information sharing, rela- 
tionship-testing, relationship-building—and 
coffee drinking. During these weeks of ne- 
gotiation, an unambiguous contract for the 
consultant’s services should be established. 
Such a contract should clarify what is ex- 
pected, what is proscribed, what is preferred, 
and what is optional. In spite of such an 
initial contractual understanding, expecta- 
tions and assumptions will invariably need 
to be re-clarified and worked through. 
Consultation difficulties may arise with 
teachers who insist that the mental health 
consultant provide direct diagnostic and 
treatment services to identified students. 
At an opposite pole, extravagantly hopeful 
consultees expect magical solutions to the 
problems they present. The mental health 
consultant must navigate carefully between 
these two poles. For the navigating con- 
sultant, a helpful cognitive map has been 
offered by Emily Mumford. She presents 
a typology of teachers and the role concepts 
they hold. Three patterns of consultant 
utilization are described. ‘These patterns 
reflect the different orientations of “teacher 
types" described as teacher-guides, teacher- 
authorities and teacher-friends. 
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In the early consultation phases, pat- 
terns of communication, decision-making 
and conflict-resolution need to be defined. 
The consultant’s navigatory maps should 
give adequate information about the 
school’s organizational structure, tradition 
and emotional climate. The organizational 
style is elicted through such questions as: 
—What is the level of trust? How com- 
petitive or collaborative is the style? Where 
is the power within the system and how 
is it distributed? Is the system geared 
towards multiple needs or skewed to the 
needs of a few? Who are the formal and 
informal leaders? What are the patterns 
and styles of leadership? What leaders have 
responsibility for regulating the emotional 
climate? How thermostatically responsive 
are they? 

The options for consultation are many. 
Consultation may be to an individual or 
to a group; it may be “client-centered”, 
“consultee-centered”, or more diffusely “or- 
ganization-centered". Techniques for con- 
sultation with individuals have been de- 
scribed by Caplan.* 

Group consultation, as Altrocchi et al. 
have discussed, may combine features of 
group supervision, seminar teaching, clas- 
sical sensitivity training and group therapy. 
The group consultation process is, however, 
not identical with any of these and reduc- 
tionism should be avoided. The needs of 
teachers, their sensitivity to themselves and 
their peers, group processes and leader- 
ship, the uniqueness of problems, as well 
as the consultant's own style, are all vari- 
ables likely to influence the pattern of 
group consultation. What the consultant 
does and how he does it must vary, to 
some extent, from system to system and 
from consultant to consultant. 

In every transaction, the school and the 
consultant should clarify where they are 
going together, how they plan to move 
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there, and the measures they will use to 
decide whether they reach their goals. Such 
an evaluation, though difficult, is possible. 
In monitoring, I have used as measures: 
reduction in the number of students or 
faculty defined as in need of professional 
help; increase in the holding power of the 
school reflected in reduction of high staff 
turnover, absenteeism, and/or student 
drop-out rates. I have also attempted to 
use the organizational climate dimensions 
of Halpin and Croft * to titrate change. 
In programs I have been associated with, 
both large group and small group encoun- 
ters have been facilitated. Consultants have 
organized workshops for administrators, 
teachers and counselors across many school 
systems. These workshops provided prob- 
lem solving experiences as well as educa- 
tion in human and group relations. 
Particular seminars were designed to en- 
hance knowledge and skills in such areas 
as crisis management, family interviewing, 
administration and group leadership. 


The Threat and Challenge of Change 


In consultation, the consultant will prac- 
tice organizational crisis intervention 
whenever sudden pressures towards signifi- 
cant change are generated. Such pressures 
may originate outside the school's boun- 
daries or within them. Changing environ- 
mental pressures are illustrated by demands 
for education of greater relevance and en- 
hanced quality emanating from core city 
“ghetto” areas. Crisis can also be precipi- 
tated when school committees, superinten- 
dents, or principals innovate too rapidly— 
without adequate preparation of faculty, 
students and/or parents. 

When change is sudden and system 
adaptiveness is restricted, the system rever- 
berates and disequilibrium, dysfunction or 
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dyscontrol of significant proportions can 
Occur. School systems that deny any need 
for change will impede constructive plan- 
ning by maladaptive patterns of attack, 
defense or withdrawal-avoidance. In crisis, 
the consultant functions as an effective role 
model if he can “keep his cool", He also 
intervenes effectively by sustaining the 
leaders. He offers predictive maps for 
guidance and strengthens socio-emotional 
supports and supplies. He links concerned 
groups, may convene them and expedites 
collaborative problem-solving dialogues. 


Some Thoughts on the Consultant's Role 


It is my conviction that the mental 
health consultant serves his school and 
community best by declining the option to 
offer direct service whenever there is a 
“firing line professional" * in the com- 
munity able and willing to provide this 
service. "The consultant will serve more 
troubled people in a population by 
strengthening the skills of firing line pro- 
fessionals, By providing indirect service 
and consultation, he forges links of confi- 
dence and mutual aid in the community 
network. In the school, he therefore con- 
sults with those key people who are strate- 
gically placed both to identify problems 
early and to intervene early. He helps 
them cool down individual or group sys- 
tems before they become excessively over- 
heated. The consultant consults—he may 
guide and counsel on direct services but 
does not, himself, provide it. By such con- 
sultation, he increases the therapeutic re- 
sources of the school, prevents needless 
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casualties of living, and should maintain 
his population-oriented focus. 

The consultant's mission is to reduce the 
incidence and prevalence of adaptive cas- 
ualties. He must therefore identify those 
system properties which promote or impede 
healthy coping and personality develop- 
ment (ie, mental health) The school's 
educational mission and philosophy should 
be known to the consultant so that he may 
decide whether their respective missions 
can be reconciled. The consultant may 
need answers to some of the following ques- 
tions: To what extent does the school 
endorse goals of cognitive learning and 
cognitive learning alone? Is the teaching- 
learning transaction perceived as it is by. 
Bradford? as an opportunity for person- 
ality growth and for the appli tion of 
learning? Do teachers see theviselves as 
teaching children as well as subjects? Does 
the school teach problem solving, or pre- 
Scribe solutions to problems? Does the 
school teach what Ojemann? has called a 
"causal orientation" rather than a "surface 
approach" to problems? 

The school that defines its educational 
mission as programming students with in- 
formation and automated responses, often 
functions on a model of mechanical, indus 
trial efficiency. Such a school overvalues 
conformism, ritualism and routine; its tol- 
erance for differentness is low and it will 
tend selectively to screen out or extrude 
students with rebellious, innovative, or 
alienative styles. Before the consultant can 
obtain authentic endorsement for change 
in such a stable system, some purposive dis- 
equilibration or disculturation may have 
to be introduced. Unless such a crisis is 
engineered, pressures will operate on the 
consultant to maintain the system on the 
system's terms and the consultant who at- 
tempts to disrupt a stable tradition will 
either be isolated or extruded. 
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‘Training 


In conclusion, the issue of training for 
the mental health consultant is raised. The 
community mental health consultant does 
not forget what he has learned. He may, 
"however, need help freeing himself from 
too exclusive a clinico-pathological bias if 
he is to apply social change principles and 
public health concepts. Workers with ex- 
perience restricted to the "test and treat" 
model have difficulty maintaining à pre- 
ventive, population-oriented mental health 
orientation, While their experience is of- 
ten adequate for consultation in secondary 
prevention, they may lack adequate prepa- 
ration in the areas of primary and tertiary 
prevention, 

Sarason and his colleagues have high- 
lighted the issue, “It is not by chance that, 
in the mental health fields at least, univer- 
sity training programs tend to be the last 
places in which new ideas and practices are 
seriously incorporated, This is as true in 
regard to community mental health con- 
cepts and practices as it was once true for 
psychoanalytic theory and therapy, group 
therapy procedures and certain diagnostic 
devices, What should be centers of inno- 
vation are frequently the strongest defen- 
ders of the existing order. The problem 
be it in training programs or going into 
the community, remains that of how to 
introduce change into ongoing social sy» 


psychiatric 
mental health sector. Medical 


students are presently requesting more ade- 
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quate preparation for family and commu- 
to the 


continue to lag—or choose to lead. 
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Relationship Therapy in | 
Vocational Rehabilitation 


The authors describe a vocational rehabilitation program at Forward 
House which relies heavily on relationship therapy that concentrates on 
the patient’s problems only as they affect his vocational future. While 
this worked well in many cases, one pitfall was the lack of authority of 


the group leaders, who did not have contact with the patients’ families 
and could not direct the patients’ treatment. 


The purpose of this paper is to illustrate 
the use of relationship therapy in a three- 
year employment rehabilitation project at 
Forward House. This type of therapy was 
not formally chosen as a specific rehabilita- 
tive method; rather, as it became apparent 
that within the small membership of the 
project there was not and probably never 
would be a homogeneous group, it was de- 
cided that specific methods and goals 
should be established with each member 
individually. 

Three training programs were offered in 
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the areas of clerical, domestic, and factory 
Work. Each program was directed by a 
non-professional group leader and had an 
average membership of approximately 
eight people. In addition to the actual 
practical training, the general rehabilita- 
tive emphasis involved two main dimen- 
sions: 


(1) Development of appropriate social be- 
haviour (primarily with feedback pro- 
vided by the members themselves). 

(2) Discussion of members’ problems only 
from the standpoint of how they affect a 
member's vocational future (for example, 
family problems being discussed only in 
terms of whether or not a member 
should move away from his home before 
seeking employment). Group leaders 
tended to work closely and on an indi- 
vidual basis with each member of their 


groups. 


Ideally, a patient would have been re- 
ferred to Forward House and interviewed 
by the group leader while still in hospital. 
He would have completed his trial period 
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in the work program before hospital dis- 
charge so that his adjustment could be 
facilitated and rehabilitation plans seen as 
| a direct extension of treatment. At the 
very least, staff found it necessary to Te 
quest that referring sources provide con- 
sistent and reliable liaison between For- 
ward House and the treatment situation so 
that problems related to housing, medica- 
tion, welfare, etc, could be attended to 
with as little delay as possible. The fol- 
lowing example describes the progress of a 
member who had the advantages of well- 
organized referral and liaison routine. 


Miss A. was a 27 year old Negro 
woman who had been unemployed and 
living on welfare for many years. Her 
diagnosis was reactive depression. Al- 
though she had not completed hi 
school and had no marketable skills, 
Miss A. had a strong desire to find work 
in an office. Her doctor and social 
worker encouraged this and contacted 
the clerical program director for con- 
sultation. After the director inter- 
viewed Miss A. at the hospital, a pro- 
gram was set up whereby Miss A. would 
attend Forward House in the afternoons 
for two weeks prior to hospital dis- 
charge. Miss A.’s welfare and housing 
needs were attended to by the socia! 
worker; other hospital staff supported 
Miss A.'s determination to do well at For- 
ward House by assisting her with typing 
practice in her remaining evenings on 
the ward. The transition between hos- 
pital and Forward House was made 
smoothly; Miss A. formed a good rela- 
tionship with her group leader and 
worked diligently at typing and other 
office skills. After three months, Miss 
A. was ready and eager to begin her 
transitional employment placement, a 
paid half-time job typing and filing in- 
voices at a factory. The group worker 
requested and received assistance at this 
time from the doctor in terms of in- 
creased support and additional appoint- 
ments with Miss A., and from the social 
worker who arranged for Miss A.'s wel- 
fare allowance to be continued despite, 
and in addition to, ihe very small half- 
time salary she was earning until she 
was ready to apply for permanent work. 
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Miss A. worked well at this position and 
after two months the clerical director 
suggested she seek permanent employ- 
ment. Again the doctor and social 
worker gave extra support, and, with 
assistance from the clerical director in 
completing applications and being inter- 
viewed, Miss A. was able to find perma- 
nent full-time employment in less than 
six weeks. 


However, the needs of many members 
referred to our program have been much 
less well-defined than those described in 
the above example. Because of the small 
membership and the informal and loosely- 
structured nature of the employment pro- 
gram, the staff were able to accept many 
referrals who were not specifically suited 
to any of the existing work programs. 
These people sometimes attended Forward 
House regularly working on their own 
projects with minimal supervision, or work- 
ing in any or all of the three programs 
with the understanding that their goal was 
in some way different from that of other 
program members. Most often, however, 
they attended once or twice a week for 
special counselling, as in the following 
case. 

Mr. C., a 22 year old man with a diag- 
nosis of depression was referred for 
vocational rehabilitation in the Clerical 
or Small Business program. He was 
reluctant to join either group but ex- 

ressed a deep interest in social work. 

He was intelligent, had completed one 


year at university, and it was decided 
that his ambition to work in this field 


—————— 


The group leaders at Forward 
House see members of their pro- 
gram eight hours a day, four days 
a week . .. however, they have 
virtually no authority in the ac- 
tual treatment decisions... 


—— 
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was a realistic one. He was encouraged 
to enroll in the part-time course for 
case aides sponsored by the Montreal 
Council of Social Agencies and the pro- 
vincial government. At the same time, 
he was allowed to work as a volunteer at 
Forward House. He was given a definite 
schedule of 20 hours work per week and 
specific assignments in following up new 
members and leading discussion groups. 
During this period, he was seen once a 
week for counselling. On a few oc- 
casions, Mr. C. became depressed and 
pessimistic about his work, as he tended 
to identify with patients and had diffi- 
culties establishing an appropriate 
frame of reference for his work. At 
times, he became anxious about his re- 
lationships with members he had 
known while a hospitalized patient him- 
self. During these crises, Mr. C. re- 
ceived a great deal of support and guid- 
ance from all the staff. On completion 
of his course, Mr. C. obtained part-time 
work as a group leader at a mental hos- 
pital, and several months later, he 
called to say that he had a full-time, 
permanent position as a caseworker at 
a boy's correctional institute. 


Another case involved a young woman 
who was referred to the Clerical program 
but whose skills were so superior that she 
could not have benefited from the training 
program. However, as she lacked sufficient 
confidence to find employment, she was 
asked to assist the clerical director as a 
volunteer until she wanted to look for a 
job. Although she had refused to become 
a member of the program, she readily 
agreed to be a volunteer and proved to be 
a great asset. Through this involvement 
she gained enough confidence to apply for 
the position of secretary to the director at 
Forward House when it became available 
several months later. She was hired and 
performed her duties extremely compe- 
tently. When she left, a year later, the 
position was again filled by a member who 
was currently in the clerical group al- 
though her skills were well above those of 
the clerical director. 


DURIE, GARDNER AND MATTHEWS 


In some cases, members required no 
training at all and very little counselling, 
but needed the work program to give a 
structure to their job-seeking. While these 
people benefited largely from the personal 
contacts met at Forward House and al- 
ready possessed adequate vocational skills, 
they viewed their participation in a train- 
ing program as a very positive thing and 
thus it was of vital importance to their 
rehabilitation. The following case history 
is an example. 


Miss E., an attractive 41 year old 
woman with a diagnosis of manic-de- 
pressive reaction, was referred to the 
Domestic training program although 
she was a skilled and energetic domestic 
with years of experience as a personal 
maid. Obviously, she required no train- 
ing, but she was apprehensive about 
finding work because of problems she 
had experienced in recent positions, 
mainly her tendency to get too involved 
with the families for whom she worked, 
with resulting depression, Having no 
family in this country, Miss E. was a 
rather lonely woman and her somewhat 
maternal relationships with other mem- 
bers of the Domestic group were emo- 
tionally rewarding to her. Miss E. 
found she was happy to work at tempor- 
ary jobs where there was no possibility 
of becoming involved with her employ- 
ers’ personal lives. She was able to ar- 
range for a regular employment at sev- 
eral different homes and earns an 
adequate salary. On her days off, she 
maintains frequent contact with Forward 
House staff and members. From time 
to time, she attends dances at the social 
program, and Forward House continues 
to fulfill her need for a pseudo-family. 
She has been working regularly for over 
a year with no return of her previous 
problems. 


These somewhat informal involvements 
with patients were not without problems 
however, and it was felt that they tended 
to bring to light certain dilemmas which 
exist for the non-professional community 
worker in the areas of “authority” and 


MENTAL HYGIENE 


Relationship therapy in vocational rehabilitation 


"responsibility". The group leaders at 
Forward House see members of their pro- 
gram eight hours a day, four days a week, 
often for up to a year, and naturally they 
assume a certain unspoken responsibility 
for the member's day-to-day behaviour and 
problems. However, they have virtually 
no authority in the actual treatment de- 
cisions and usually have very little contact 
with the member's home environment. 
The following case describes a situation 
where special counselling failed because 
of the group leader's lack of control over 
these external factors. 


Mr. F., a 20 year old man diagnosed 
as a schizophrenie and with a history of 
several hospitaliziations from the age of 
16, was referred to the Clerical program 
with the hope that after learning to type 
he might become interested in other 
vocational training. A very intelligent 
young man, Mr. F. had been living a 
rather disorganized, “hippy” life and 
was not amenable to treatment or re- 
habilitation. The program director 
worked closely with him, reading and 
discussing his poetry, teaching him to 
type, and supporting his move from a 
rather unhealthy home situation where 
mother and aunt tended to foster a de- 
pendent relationship and to sabotage 
treatment. As Mr. F. seemed to respond 
to an informal approach, the director 
saw him casually outside the treatment 
situation. The relationship served mainly 
to provide Mr. F. with an appropriate 
behaviour model so that he began to ac- 
cept that he could take part in a work 
situation without necessarily relinquish- 
ing all his unorthodox ideas or behav- 
iour. He continued to do well until one 
day he visited home while mildly de- 
pressed; his relatives took the oppor- 
tunity to bathe and shave him and to cut 
his hair, after which he became severely 
withdrawn. The relatives phoned the 
program director to announce that they 
were having the police take Mr. F. to 
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the mental hospital. The director man- 
aged, with some difficulty, to persuade 
them not to call the police, and to con- 
vince Mr. F. that he should voluntarily 
accompany his relatives to the hospital, 
while the director attempted to arrange 
a “short-stay bed” rather than formal 
readmission to hospital. Despite many 
attempts to speak personally with the 
psychiatrist on emergency duty at the 
mental hospital, the program director 
was able only to pass on messages re- 
garding this request and consequently 
the case was handled in a routine man- 
ner with the patient being “automatic- 
ally” readmitted. A few days later, Mr. 
F. contacted the director and expressed 
feelings of rejection and betrayal as a 
result of the director’s failure to ar- 
range for the promised short-term ad- 
mission. 


Such gaps between responsibility and au- 
thority represent a very real problem. 
Nevertheless, the staff felt that, on the 
whole, the informal and flexible approach 
was a satisfactory and workable one for 
them. 

They also felt that the focus on voca- 
tional rehabilitation provided a framework 
therapeutically useful in several ways. For 
example, it enabled group leaders to re- 
strict the amount of pathology brought out 
in group discussions and made it easier for 
them to avoid complicated involvements 
with patients. At the same time, decision 
making problems were lessened, for ex- 
ample a member's plans were discussed, 
not in terms of whether it was right to leave 
home, but whether the member would be 
able to find and/or hold a job while living 
in a troubled home environment. Finally, 
with the training and job finding aspects 
of the program, positive expectations were 
built into the structure which contributed 
to an optimistic atmosphere. 


Notes 


TLL o d 


George Siskind, Ph.D. 


Denominational Membership, Expression of 
Religious Sentiments and Status Upon 
Admission to a Psychiatric Hospital 


There is increasing reason to believe 
that the readily observed clinical practice 
of giving particular emphasis or meaning 
to a patient's expression of religious be- 
liefs or experience may not have a valid 
basis. After carefully reviewing the influ- 
ence upon current thinking of the psycho- 
analytic formulation that religion is a de- 
fense against anxiety, Bartemeir on the 
basis of his clinical experience, concludes 
that ". . . religious beliefs and practices 
are not necessarily subjective, or false, or 
unhealthy or merely therapeutic.” A simi- 
lar conclusion was reached by Draper? as 
the result of an experimental evaluation 
of the diagnostic use of religious experi- 
ences of psychiatric patients “. . . in the 
diagnostic realm, religious and philosophi- 
cal views need not be considered auto- 
matically sick or healthy . . .” After ana- 
lyzing the religious attitudes of 80 neuro- 
psychiatric patients as compared to 80 
“normals”, Hardt? concluded that “The 
importance one placed on his religious be- 
liefs was found to have only a slight inter- 
action effect with mental status and de- 
nominational type.” 


Dr, Siskind is a Research Psychologist at the Larue 
D. Carter Memorial Hospital, 1315 West 10th St., 
Indianapolis, Indiana 46202. 
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This article is a report of efforts to 
further evaluate the possible relationships 
between denominational membership, ex- 
pression of religious sentiments and emo- 
tional status as indicated by rated degree 
of impairment upon admission to the hos- 
pital. Specifically, the hypothesis generated 
is: the relationship would be found if the 
denominational groups were classified on 
a liberal-conservative dimension. 


Methods 


A search through the records of adult 
inpatients of the hospital (an intensive 
treatment center) revealed 27 different re- 
ligious groups which occurred frequently 
enough to be used. The groups were rated 
upon the liberal-conservative dimension, 
by six clergymen (two Protestant ministers, 
two Catholic priests, two Rabbis) who di- 
vided them into three groups with satis- 
factory agreement. The three groups were 
designated as Liberal (L); Middle (M); and 
Conservative (C). 

The Liberal (L) group was composed of 
the following: Universal; Episcopal; Pres- 
byterian; Disciples of Christ; Methodist; 
Jewish; Congregational Christian; Congre- 
gational; Christian. The Middle (M) group 
was composed of: Christian; Catholic; 
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Lutheran; United Brethren; Christian Sci- 
ence; Evangelical United Brethren; Evan- 
gelical Reformed; Church of the Brethren; 
Friends. The Conservative (C) group con- 
sisted of the Baptist; Church of Christ; 
Seventh-Day Adventist; Church of God; 
Christian Missionary Alliance; Pilgrim 
Holiness; Church of the Nazarene; Calvary 
Tabernacle; Pentecostal. This classification 
was used for both Part I and Part II of 
the study. 

Part I—subjects: the hospital records 
were serially searched until 117 adult pa- 
tients were identified who had a clearly 
indicated denominational membership in 
addition to having completed a sentence 
completion form—a technique of psycho- 
logical assessment in which the person 
completes a series of sentences starting with 
a given set of sentence beginnings. There 
were 39 patients in each group of the L, 
M, and C classifications. Each individual 
sentence completion protocol was evalu- 
ated as to whether or not it contained an 
expression of religious sentiments, i.e, 
“The future—is in God's hands" The 
data for each of the three groups (L, M, 
and C) was analyzed by means of Chi 
Square (N—39; df—2; L—Chi Square— 
1.63; M— Chi Square—1.66; C—Chi Square 
=1.21), In each case the statistical analy- 
sis did not confirm the idea that there is 
relationship between denominational mem- 
bership as classified by the expression of 
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religious sentiments, and degree of impair- 
ment upon admission to the hospital. 

Part II—subjects: additional records 
were searched for adult patients who had 
indicated a definite religious membership. 
This yielded an N of 691. A Chi Square 
analysis of the relationship between mem- 
bership in one of the three classifications 
(L, M, and C) and degree of impairment 
upon admission, was made (N=691; df—4; 
Chi Square—8.79). The statistical analysis 
did not confirm the idea that there is a 
relationship between denominational mem- 
bership and degree of impairment upon 
admission to this hospital. 


Conclusion, 


Unless there is new evidence to the con- 
trary, clinicians are doing themselves and 
their patients a disservice if they continue 
to give particular emphasis or significance 
to expression of religious beliefs or denomi- 
national membership. 
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William A. Rushing, Ph.D. 


Occupation, Income and Mental 
Hospitalization 


The analysis of mental hospitalization rates for specific occupations 
indicates that hospitalization and socio-economic status (median occu- 
pational income) are inversely related. They also reveal that the re- 
lationship is basically linear (at least above the lowest socio-economic 


level), and that the relationshi 


p holds for specific occupations classified 


according to major census categories (“pro essional,” “craftsmen,” etc.). 
g > , 


Results thus indicate that socio-economic explanations for mental ill- 
ness/hospitalization must be able to account for variation at the higher 
socio-economic levels as well as lower levels. 


Most studies of the relationship between 
socio-economic status and mental pathol- 
ogy indicate an inverse relationship.* 5, 10 
The composition of class groupings raises 
questions as to the existence as well as form 
of this relationship, however. “Classes” 
usually consist of gross occupational cate- 
gories (e.g., “professional,” “clerical,” “op- 
eratives,” etc.) or groupings based on com- 
posite measures of such characteristics as 
occupational prestige, education, and in- 
come. Within each broad category, how- 
ever, there are numerous specific occupa- 
tions which may differ considerably in 
rates of illness/hospitalization; all “upper 
class" occupations may not have low rates 
and all “lower class" occupations may not 


Dr. Rushing is a professor in the Department of 
Sociology, Vanderbilt University, Nashville, Ten- 
nessee 37203 and Head, Section of Social and Be- 
havioral Science, Tennessee Mid-South Regional 
Medical Program. 
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have high rates. It is possible, therefore, 
that different rates of mental illness for 
broad class and occupational categories are 
due to a small proportion of occupations 
within these categories having rates that 
are very high or very low. Only in the 
case of Nolan’s fifty-year old New York 
Study, in which hospital rates for schizo- 
phrenics and manic-depressives are given 
for 66 occupational titles, have rates by 
specific occupation been presented, but in 
this particular case occupations were not 
analyzed by socio-economic status. The 
present paper reports results of an investi- 
gation of the relationship between rates of 
mental hospitalization and the socio-eco- 
nomic status of specific occupations. Data 


This investigation was supported by Public Health 
Service Grant MH 12644-01. It was also made 
possible by the generous cooperation of personnel 
in the Department of Institutions and state hospi- 
tals in. Washington. 
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are based on first admission males, 21-65, 
to the three state hospitals in Washington, 
1956-1965. 

Probably the most commonly used single 
index of socio-economic status is occupa- 
tional prestige. A limitation of this mea- 
sure is that while the problem of gross 
heterogeneity is solved, the prestige scores 
are usually based on a national sample,* 
and hence do not reflect state and regional 
variations in socio-economic status. Such 
variation is more apt to be reflected in 
income level. The specific income measure 
for patients in this study is median occu- 
pational income for 1960." 


The Data 


It was possible to classify patients accord- 
ing to the 494 detailed occupational 
categories used by the U. S. Census at a rea- 
sonable level of reliability (intra- and inter- 
coder agreement averaged about 85%.) 1° 
The census for Washington reports the 
median income for persons in each of 156 
detailed occupational categories. Several 
categories are heterogeneous and residual 
(e.g. "other professional and kindred per- 
sonnel") and a number for operatives and 
laborers are industry rather than occupa- 
tional distinctions (€-8» transportation 
equipment, construction, etc) Since a ma- 
jor objective was to keep categories as 
homogeneous as possible, all such catego- 
ries were omitted from the analysis. Cate- 
gories with a population base less than. 500 
were also eliminated. With a small popu- 
lation base, only one or two patients will 
give the occupation an unusually high in- 
cidence rate. This left a total of 77 occu- 
pations. 

Occupational categories and the number 
of patients in each one were: professional 
(19); managerial (2); clerical and sales (7); 
craftsmen (25); operatives (13); and service 
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and laborer (11). In actuality, there were 
only four laborer occupational titles repre- 
sented. Findings should be considered in 
light of this, since results from several 
studies indicate that the rate for the lowest 
level in the class structure is considerably 
higher than for other levels.1° 

Since data are based on hospitalized pa- 
tients, reference should be to incidence of 
mental hospitalization rather than “true” 
incidence. The magnitude of the difference 
between the two rates is not known, but it 
may be considerable. Pasamanick’s Balti- 
more study indicates that only half of all 
psychoses were in treatment at the time of 
study5 This finding is for prevalence 
rather than incidence, however, and it is 
‘possible that many of the untreated cases 
were either ex-patients or received treat- 
ment subsequent to the study. Of course, 
our results are for hospitalized inpatients 
rather than the more general treated cate- 
gory. It is not possible to estimate the 
number of outpatients treated by private 
practitioners in Washington during the 
period of study. However, in Dunham's 
Detroit study practically all schizophrenics 
treated by private practitioners were also 
hospital inpatients at some time; this sug- 
gests that serious mental disorder (in this 
case schizophrenia) “can rarely be managed 
in office practice without the patient at 
sometime requiring hospital care.” 2 Con- 
sequently, the occupational distribution of 
our hospital cases may reflect quite closely 
the distribution of all persons with serious 
disorders. 

Still, results are for state hospital pa- 
tients. There is some evidence, however, 
that such patients may not be as different 
from other treated cases as is frequently 
supposed. The Louisville study by Pasa- 
manick and associates shows that the class 
distributions of state hospital schizophren- 
ics and schizophrenics referred to a treat- 
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ment center by private physicians, welfare 
and other agencies are virtually identical? 
In any case, less than 1% of all hospital 
beds in Washington during the period of 
study were in private hospitals (based on 
figures in the "Guide" issues of Hospitals 
for 1956-65). Although 10% were in one 
Veterans Administration (VA) hospital, it 
is probable that the occupational distribu- 
tions of state hospital patients and. VA 
patients are quite similar. Except for the 
fact that the lowest socio-economic level is 
underrepresented, then, the occupational 
distribution of these patients may resemble 
quite closely the distribution of all persons 
treated. for mental disorders, particularly 
those who are seriously disturbed. 


Findings 


Incidence rates for specific occupations 
varied from a low of 0 for 7 occupations 
(2 professional, 2 sales, 3 craftsmen) to 3,589 
per 100,000 for sailors and deck hands; 
other high rate occupations included shoe- 
makers (1,859); cooks, excluding private 
household (1,648), and fishermen and oys- 
termen (1,345).* Inspection of the very 
high- and low-rate occupations suggests that 
socio-economic status and hospitalization 
are inversely related. Statistical analysis 
confirms this impression. 

First, the income for each occupation 
was plotted against its hospitalization rate, 
to form a scattergram. Inspection reveals 
a distinct pattern of hospitalization rate 
increasing as income decreases. There is 
one statistically deviant case (sailors and 


oOo 


* Noland also found a very high rate for shoe- 
makers and sailors and deck hands for New York 
State, and Ødegaard and Ekblad find unusually 
high rates for seamen of the Norwegian and Swe- 
dish merchant marine, categories that are roughly 
equivalent to sailors and deck hands. 
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deck hands, with moderate income and 
very high hospitalization rate). With this 
one case eliminated, the product-moment 
correlation (r) is .40. Since r is a measure 
of the extent to which two variables are 
linearly related (that is, extent to which 
hospitalization rate continuously increases 
as income decreases), its use is valid only 
if the relationship is in fact linear; it un- 
derestimates the extent of association if the 
relationship is curvilinear (e.g., if hospital- 
ization decreases with income only to a 
certain level at which point it increases 
with income). Inspection of the scatter- 
gram, however, reveals no marked or con- 
sistent departure from linearity. The ex- 
tent to which the relationship approximates 
a linear trend can be seen in comparison 
of the r with the correlation rate (y), which 
is a measure of the total association be- 
tween two variables regardless of curviline- 
arity. Analysis shows that y is .56. On the 
basis of these results it seems clear that 
mental hospitalization is not only inversely 
related to occupational income, it consis- 
tently increases with income at all income 
levels. Hence, the relationship is continu- 
ous. 

Separate analysis for major occupational 
categories confirms this conclusion. Because 
of the small number of cases in each cate- 
gory, however, both product-moment and 
Spearman-rank (rho) correlations are com- 
puted; r is especially sensitive to cases with 
extreme values (e.g., low income, high hos- 
pitalization rate) when the number of cases 
is small, whereas rho, being a rank correla- 
tion, is not. Table 1 presents the results. 
Except for professional occupations, all r's 
are moderate to high in magnitude, and 
except for operatives, all rho’s are moder- 
ate to high. The relationship appears us 
be about as strong at high socio-economic 
levels as low socio-economic levels, and is 
thus continuous. 
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TABLE 1 


Product-moment and Spearman rank 
correlations between median oc- 
cupational income and crude 
hospitalization rate, by major 
occupational category 


T rho N 
Professional —.18 2.57 19 
Managerial Only two cases 
Clerical and sales —.86 =.79 7 
Craftsmen —.58 —.53 25 
Operatives —.46 —.25 12 
Service and laborers * —.57 —.55 il 


1 Includes farm laborers. 


It is possible, of course, that the relation- 
ship would disappear if other variables 
were controlled. Considering the signifi- 
cance of age to mental illness, control for 
its effects is especially important. To con- 
trol for age, age-standardized rates (ASR's) 
are computed. The computation of ASR's 
requires knowledge of the age distribution 
for each occupation; in 63 of the 76 cases 
these are given in the Washington census. 
For all cases, r is .54 and y is .68. Also, 
all correlations (r's and rho’s) for major 
occupational categories are moderate to 
high in magnitude (see Table 2). 


TABLE 2 


Product-moment and Spearman rank 
correlations between median oc- 
cupational income and age- 
standardized rate, by major 
occupational category 


x rho N 
Professional —.58 —.58 17 
Managerial Only two cases 
Clerical and sales —.88 —.86 7 
Craftsmen —.58 —.4 19 
Operatives —.45 —.88 10 
Service and laborers * —.32 —.45 8 


1[ncludes farm laborers. 
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Conclusion 


One of the limitations of previous re- 
search on the relationship between socio- 
economic status and mental illness/hospi- 
talization is that status categories have been 
based on extremely gross distinctions. Con- 
sequently, the precise form of the relation- 
ship is not always apparent. Findings based 
on more refined and homogeneous catego- 
ries (occupations) indicate, however, that 
socio-economic status and mental hospitali- 
zation are inversely related, and that the 
relationship exists in essentially the same 
form at all occupational strata levels. (But 
note again that we have few occupations 
from the very low end of the class struc- 
ture; it is possible that the relationship 
exists in a different form at this level) 
While such results do not explain why 
there should be a relationship—they do not 
reveal, for example, the specific processes 
that are at once the effects of socio-eco- 
nomic status and the precipitants of mental 
hospitalization, they do indicate that gen- 
eral socio-economic explanations of mental 
illness/hospitalization must be able to ac- 
count for variation at the higher socio- 
economic levels as well as lower levels. (Of 
course, assuming that the relationship ex- 
ists in a different form at the lowest level 
of the class structure, a different explana- 
tion may be in order to account for mental 
illness/hospitalization at this level.) 
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Stanley S. Robin, Ph.D. 


Observations in a Mental Hospital: 
| A Sociological Perspective 


Observations were made at a mental hospital revealing a series of sys- 
| tematic difficulties in meeting the goal of restoring patients to mental 
health. A variety of sociological and social psychological concepts were 


used to analyze these difficulties. 


The conflict of bureaucracy and the 


therapeutic community concept, the problem of change and evaluation, 


the interaction of the female role 
ance of therapeutic team relation 


and the therapeutic team, mainten- 
ships and the barriers to the use of 


specialized, professional knowledge in patient treatment are discussed. 


The following observations and attempts 
at analysis were made during a period of 
five weeks of research consulting at a large 
mental hospital. They were not the in- 
tended fruits of the consultation. They 
were the unavoidable product of general 
observation and participation from the per- 
spective of the sociologist. 

The hospital is a large, state supported, 
urban institution founded early in the 
1960s. At its inception it was frankly ex- 
perimental, based on the concept of the 
therapeutic community. It is intended as 
a short-stay facility, with a maximum of 
therapy conducted on an outpatient basis. 
There are no locked doors. 

Therapy is conducted through thera- 
peutic teams to which patients are assigned 
on a geographic area catchment basis. Each 
team is normally composed of a psychia- 


Dr. Robin is Professor of Sociology at Western 
Michigan University, Department of Sociology, 
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trist, psychologist, social worker, nurses, 
orderlies, and a compliment of specialists 
such as vocational rehabilitation counsel- 
ors, occupational therapists, industrial 
therapists, who may be shared by two teams. 
Except in strictly medical matters, the team 
members are supposed to function as equals 
in therapeutic matters. 

Each patient is assigned to a team. This 
team is responsible for his treatment, 
changes in status and discharge. Patients 
are also considered as part of the team. 
They are used as active agents in the treat- 
ment of other patients on their team. 

The hospital, as a social system engaged 
in the complex task of restoring mental 
health, must run with a certain efficiency 
to remain viable. The areas discussed 
below are clearly exceptions to this func- 
tional orderliness. They do not constitute 
a sample of hospital characteristics. They 
are rather selected areas of difficulty which 
can be used to comment upon but not to 
typify this or other mental hospitals. 
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Bureaucracy and the Therapeutic Ethos 


Bureaucracy refers to a particular way of 
organizing numbers of persons to accom- 
plish complex tasks. In our society almost 
every large scale organization is organized 
along bureaucratic lines. "The mental hos- 
pital is organized, in large part, as a bureau- 
cracy.8 

For this mental health institution the 
bureaucratic structure is most important 
because it provides the basis for (a) dis- 
tinctions among persons and (b) differen- 
tial expectations about the treatment of 
staff members by others in the hospital 
organization and expectations of treatment 

of staff by the organization through the 
administration of the hospital. These dif- 
ferential expectations in turn are important 
to understand in two dimensions: power 
and privilege. In almost all bureaucracies 
and in the expectations generated by our 
commonsense contacts with bureaucracy, 
those with the higher positions have more 
power and privilege. 

At the mental health center there exists, 
however, an additional set of expectations 
which can be labeled the “therapeutic com- 
munity ethos”. This revolves around the 
structural and normative imperatives of 
egalitarianism on therapeutic teams and 
among those making therapeutic plans and 
recommendations. All persons occupying 
those positions are expected to function 
equally and collectively. The sets of nor- 
mative expectations embodied in this ethos 
are not only different from but are fre- 
quently in conflict with those produced by 
the rules of bureaucratic functioning. 

The bureaucratic reaction to the thera- 
peutic community ethos must be under- 
stood. Informally, one way of recognizing 
the equalitarian norms (which are defined 
as legitimate and mandatory at the hospi- 
tal), when rules must be made for the con- 


duct of staff, is to make the same bureau. 
cratic rules for all considered to be equal 
within the therapeutic community ethos, 
The tendency, however, is to place the staff 
at the level of power and privilege of the 
lesser positions. In other words, the staff 
tend to be granted “ethos” equality at the 
lowest bureaucratic level possible. : 

For example, vocational rehabilitation 
counselors expect to be accorded privileges 
commensurate with their relatively high 
professional position (a bureaucratic ex- 
pectation). If applying for time off, for a 
unit picnic, for example, they resent and | 
think inappropriate the restrictions and. 1 
red tape involved in securing permission, - 
(Indeed some may think it inappropriate 
to be required to secure formal permission.) 
When, however, secretaries were not al- ; 
lowed to accompany the VRC’s, under con- 
ditions allowed the VRC's because of | 
bureaucratic distinctions, the VRC’s are 1 
unhappy because the norms of equality of 
the therapeutic community ethos are vio- 
lated. 

While there remains a constant difficulty 
as long as these two sets of expectations are — 
maintained, understanding of the dynamics i 
and anticipation of the difficulties may ; 
minimize the disruptive effects and lower- 7 
ing of morale which result. 


Experimental Assumptions, Therapeutic 
Dogma and Social Change 


The therapeutic community concept de- Ji 
cribed above was advanced as an hypothesis 
on which the mental health center was À 
founded. The nature of an hypothesis in ^ 
scientific research is that it is a proposition — 
which may or may not be supported under — 
conditions of neutral testing. It is a bit 
more difficult to live an hypothesis, as is 
done at the mental health center, than to 
test one in the restricted framework of 
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scientific inquiry. Uncertainty and tenta- 
tiveness in commitment, thought and be- 
havior is most difficult to maintain over 
long periods of time for major life activi- 
ties. 

Accordingly, for the professional staff at 
the mental health center, the orginally 
open question of the effectiveness of the 
therapeutic community has become a de- 
fensively closed issue. A closed issue be- 
cause it is widely believed that the thera- 
peutic community concept constitutes the 
best mode of treatment for mental patients. 
A defensively closed issue because pro- 
fessional staff are aware of the initial hypo- 
thetical nature of the concept and the 
existence of alternatives—challenging al- 
ternatives. From observation of thera- 
peutic teams in particular, it seems clear 
that fairly severe negative sanctions are 
levied on individuals for questioning, im- 
plicitly or explicitly, the wisdom of the 
therapeutic community. 

When I have asked the question, where 
in the hospital is the issue of the relative 
effectiveness of the therapeutic community 
to other modes of restoring mental health 
treated, the answer has been, with few and 
trivial exceptions, that it has not been 
done.* It seems perfectly clear to me that 
this is the first major research question of 
an institution of this sort, if the hypothesis 
of the therapeutic community has remained 
hypothetical. There could be nothing 
more important than this considering that 
the main function of the institution is to 
cure patients rather than maintain a thera- 
peutic ideology. 


* As a result of consultation and a change in ad- 
ministration the mental health center has, after the 
above observations, attempted to develop a structure 
for initiating and implementing change. 
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Team Functioning and the Female 
Subculture 


Females in our society can be thought of 
as comprising a subculture. By this we 
mean that, in addition to knowing, being 
responsible for and responsive to the major 
norms of our culture, females (as a social 
not a biological definition) have special 
and different norms of their own. 

We have some evidence (for example 
about female clergy and female engineers) 
that when females begin to occupy roles 
historically occupied by males, they bring 
some of their female subcultural norms 
into their newly acquired roles.® 

The mental health center abounds in 
females participating on therapeutic teams 
and assuming professional roles on these 
teams. 'These women tend to be of post- 
college age and few are older than early 
middle age. The female staff also brings 
to their roles the subcultural characteristics 
of a dependency, flirtatiousness and a 
subtle but comprehensive superficially 
polite competition (this is found particu- 
larly in the middle class). 

The appearance of these normative im- 
ports into professional roles on therapeutic 
teams leads, according to my observations, 
to considerable delay and difficulty in de- 
cision making. This difficulty is seen parti- 
cularly on teams largely populated or led 
by females. The smilingly hostile com- 
petition coupled with the felt absence of 
(female subcultural) normatively expected 
male leadership results in carefully cir- 
cuitous interaction among the females and 
a discernible reluctance to achieve sub- 
stantive closure in the absence of male ap- 
proval and sanctions. (This observation 
does not stand in judgment of the quality 
of decisions reached—that is a researchable 
matter about which I can’t speculate.) 
Teams with large numbers of males or 
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males largely leading seem to make deci- 
sions much more easily. 


———M 


+ + . under these conditions 
staff structure their expectations 
about patients and react to them 
as if the patients were well... 


— 


The presence and participation of males 
on the teams can be seen in light of the fol- 
lowing examples. 

For teams with aggressive males in 
leadership positions the ability to make 
decisions is facilitated. The female sub- 
cultural norm of male leadership is met. 

Teams with aggressive males in non- 
leadership positions experience more dif- 
ficulty in decision making. This difficulty 
bears an inverse relationship to: (1) the 
number of such males on the team, and 
(2) the closeness of the positions they oc- 
cupy to leadership positions. This sort of 
team seems to have the second-easiest time 
in decision making. 

The passive male in a leadership posi- 
‘tion may find himself in competition with 
the more aggressive females, While the 
male is potentially assertive through posi- 
tion and masculinity, he is actually disin- 
clined to lead. Observation leads me to 
note that in some cases the male resolves 
the issue, not by leading to decision mak- 
ing, but by using his “leadership” position 
to delay decision making and/or vetoing 
impending decisions. Thus he meets 
challenges by validating his position in a 
passive fashion. 

The team in which there are passive 
males in non-leadership positions might 
experience decision-making difficulties ex- 
ceeding that of a hypothetical all female 
team. In this case the females still want 
informal leadership from male members of 
the team. The males actively withdraw 
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from leadership motivated by disposition 
and buttressed by the rationale of their 
non-leadership positions. 

It is clear from the personnel available 
that the presence of large numbers of 
females on therapeutic teams is inescapable 
(indeed this may be desirable for other 
reasons). It would be possible to investi- 
gate the possibility of rational placement of 
males and females on teams to facilitate 
therapeutic functioning. 


Team Equilibrium and Group Denial 
Mechanisms 


A major preoccupation of the mental 
health center therapeutic team personnel 
is the maintenance of intra-group relation- 
ships. This concern is fostered by the 
therapeutic team concept which makes ex- 
plicit the necessity for group cooperation 
in collective therapeutic decision making. 
The concern is also supported by the hard 
day-to-day experiences of relatively large 
numbers of persons working together on 
most complex tasks under the considerable 
pressures felt by all working with the men- 
tally ill. 

Typically, activities in which team equi- 
librium is maintained are unconnected or 
indirectly connected with patient matters. 
Time spent in internal social bookkeeping, 
(collective activities, task sharing and feel- 
ings meetings, for example) is time taken 
from the therapeutic tasks. That some 
time need be spent on this activity to main- 
tain teams and have them useful to patients 
is obvious; that some teams seem to spend 
two, three and four times more than others - 
in team equilibrium maintenance is of real 
interest. 

The psychological concept of denial and 
denial mechanisms suggests that individuals 
who are greatly threatened by an event, 
idea or feeling, instead of resolving the dif- 
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ficulty or coming to grips with it, avoid 
and/or deny its existence. Teams that con- 
tain or develop a collective uncertainty 
about their ability to help their patients 
may engage in group denial. 

The successes and rewards of team equi- 
librium activities are far more certain (and 
can be far more enjoyable) than the proba- 
bilities of successes and rewards of therapy. 
Since team equilibrium maintenance is a 
required and legitimate activity it is a 
logical substitution for the team therapy 
activities. 

I would hypothesize that there is a direct 


relationship between team time spent in. 


equilibrium maintenance and amount of 
team anxiety about their therapeutic task. 
It is of course possible that the develop- 
ment of anxiety and subsequent denial is 
sometimes based on the very tangible factor 
of a team’s having more than its share of 
patients and/or more than its share of dif 
ficult and critical patients. 


Intuitive Retribution 


The necessity and desire to maintain 
team equilibrium leads to a sensitivity to 
those occurrences which threaten or make 
difficult this equilibrium. Unfortunately 
the patient may constitute one such oc- 
currence. The patient who fails to get 
well, or acts in a non-normative fashion 
even while sick (runs away, makes overly 
friendly overtures to staff, threatens or 
actually engages in physical violence) is dis- 
ruptive to the team and its internal social 
harmony. 

The nature of the perception of this 
threat is reflected in the effect observed on 
teams when dealing with such patients. 
Phrases like, “I really told him off,” or, 
“Who does that smart ass think he is?" 
directed to or said about such patients were 
not uncommon in my observation. These 
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statements, made in team meetings, were 
accepted and reinforced by the team. (It 
is interesting to note here that under these 
conditions staff structure their expectations 
about patients and react to them as if the 
patients were well, their behavior volitional 
and exceeding normal interactional norms.) 
Both intensity and frequency varied from 
team to team. 

Team anger at such persons was seen in 
the curious usage of the term "acting out." 
This term originally means behavior that 
is indicative of the nature or origins of an 
illness. As used by the teams, however, 
the term really means “acting up," ie, 
being disruptive for the team and its mem- 
bers. This term, far from being a thera- 
peutic tool, is a psychiatric derogation. 
Reaction to team disruption, harmony and 
equilibrium is swift and predictable. In 
team discussion the emphasis is clearly 
upon “controlling” the patient. 

The maintenance of team equilibrium 
through patient sanctions such as reduc- 
tion of privileges must be viewed, by the 
team, from some sort of a therapeutic per- 
spective. Observation suggests that teams, 
having dealt this way with patients, have 
then, in an intuitive post factum fashion, 
concluded if the patient stopped “acting 
out” (and team equilibrium is easier to 
maintain) then these team behaviors must 
be good for the patient. While this con- 
clusion may be justified in some cases, the 
process by which it occurs and the wide 
range of patients on whom it is visited 
makes it suspect. 

Finally, it seems clear that those teams 
spending most time on maintenance of 
team equilibrium are most prone to this 
‘process of intuitive retribution. While it 
would require research to verify, this is con- 
sistent with the dynamics of both processes. 
It is clear that the application of intuitive 
retribution is not seen explicitly as such 
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by team members. Rather it becomes a 
normative and routine team reaction; one 
which is tenaciously adhered to, for its 
abandonment would imply error in the past 
and question the intuitive definition of 
retribution as therapeutic. 


Discontinuities in Interaction and the 
Maintenance of Social Distance 


In virtually all societies interaction pro- 
ceeds through the medium of symbols. 
Most of these symbols are verbal. 

Since mental hospitals and other such 
institutions have a special task, a special 
language for interaction is used—the lan- 
guage of psychiatry. 

There is a school of symbolic interaction- 
ists (G. H. Mead) which maintains that 
interaction is rehearsed and anticipated 
cognitively by the actor prior to and during 
interaction. The actor "thinks" to him- 
self in the language in which he will inter- 
act and/or is interacting. Another school 
stresses the unity of the individual through 
the tendencies toward the development of 
cognitive consonance (L. Festinger)? From 
these perspectives we might expect that 
hospital personnel (especially team mem- 
bers) think about persons, in addition to 
patients, in psychiatric terms, 

Observation supports this expectation. 
Staff think and talk about patients and 
other staff members in psychiatric terms. 
They refer to one another as “ventilating”, 
"hostile", “anxious”, "defensive", etc. It 
has even been pointed out to me that 
patients talk about (and presumably to 
Some extent think about) other patients 
and staff in these terms, 

Interaction, however, consists of more 
than the initial cognition and language 
medium. It consists of actual behavior. 

Staff think about patients, talk to and 
about patients and interact on the basis of 


the psychiatric language medium. Staff 
think about staff and talk about staff on the 
basis of psychiatric language but do not 
and cannot interact with them on this 
basis. 

This makes for a cognitive-behavior 
discontinuity when staff are interacting - 
with staff. It necessitates the continual 
shifting of gears between the ways in which 
staff thinks about staff and the way in 
which staff must behave toward staff. This 
is predictable for the distinction and social 
distance between staff and patient must be 
maintained if a mental health center is to | 
function. In a setting, however, like the 
mental health center, where personnel on 
teams must interact frequently, intensively, 
accurately and sensitively it constitutes a 
cumbersome burden. 


The Social Function of Pseudo-Ignorance 
and A-Theoretical, A-Empirical 
Therapeutic Team "Approaches 


On each therapeutic team there are, or 
are supposed to be, three highly trained 
professionals drawing upon different rele- 
vant fields: psychiatry; psychology; and 
social work. This is not to say that others 
on the team are not highly trained or 
professional, but that these three represent 
the highest degree of education in fields 
that might be called disciplines. 

The strength of a discipline lies in its 
cumulative and integrated nature. There 
are theories which expand on other theories 
or parts of them; there are theories, quite 
different from one another, whose relation- 
ships are specified within the discipline; 
there are theories logically opposed to one 
another, providing alternatives in under- 
standing, whose differences, conflicts, weak- 
nesses and strengths have been self-con- 
sciously articulated in the discipline. This 
provides a partial explanation for having 
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experts in and representatives of these be- 
havioral science disciplines on therapeutic 
teams, Experience with teams, however, 
provided an observation so unexpected, 
so anomalous, that I was hesitant to credit 
the observation until I verified it with some 
team leaders and members, particularly 
psychiatrists, psychologists and social 
workers. The observation was that at no 
time during team activities directed toward 
therapy was explicit reference made to or 
explicit use made of these three disciplines 
by their representatives. With a sort of 
mild astonishment this observation was 
corroborated by the psychiatrist, psycholo- 
gist and social worker team members to 
whom I spoke. 

The implications of this are enormous. 
Therapeutic decisions are continually 
made on an ad hoc basis. While it is true 
that the participation of these team mem- 
bers stems from a disciplinary base, the 
systematic use of theory and research and 
the specification of them as basis for thera- 
peutic plans, insights and analysis, is ab- 
sent. The power of the disciplines which 
could be brought to bear is dissipated. 
The socialization of other team members 
to’ the disciplinary perspectives of these 
team members is lacking. 

The question of why this should develop 
so consistently over teams must be con- 
sidered. The following points should be 
made: (1) There is a perceived hierarchy 
of these disciplines in general prestige and 
relevance to the therapeutic task (psy- 
chiatry, psychology and social work in that 
order) (2) Very few team members have 
access to these specialized bodies of dis- 
ciplinary knowledge. Those trained in the 
disciplines are potential "experts" or 
"specialists", Their knowledge, if ex- 
plicitly introduced and used, would then 
Serve to set them apart from and introduce 
them into a higher functional status than 
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the other team members. This clearly 
violates the strongest norms of egalitarian- 
ism and role blurring of the teams. The 
violation of these norms, if permitted, 
would endanger the ideological base of all 
team activity. Expertness must be slipped- 
in in an unobtrusive, implicit, and un- 
systematic fashion if at all. The result is 
the diminution of the usefulness for which 
the disciplines were originally placed on the 
teams, 

The final result must be fully compre- 
hended; in the attempt to maintain the 
team and its norms, there is an unintended 
and largely unobserved sacrifice of the 
major institutional goal: the providing of 
the most effective therapy possible for the 
patient. 


Conclusion 


This series of observations, aside from 
their substance, is seen as an example of 
the imposition of sociological perspective 
and concepts to the working of a mental 
hospital. When these concepts are applied 
to the structure of the hospital and its 
stated goals, insights which may lead to 
change and hypotheses that call for re- 
search emerge. 
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Points of View 


TNRUTVPT—————— eer e cro Pes 


Eugene J. Faux, M.D. 


Drugs, Morals and Family Responsibilities 


This paper will relate the three topics 
of drugs, morals and family responsibilities 
to each other and make some suggestions 
towards a solution in problematical areas. 


Definition of Morality 


Webster defines morality as “that which 
is virtuous according to civilized standards 
of right and wrong." Since civilized stan- 
dards constantly change, so, indeed, do 
concepts of virtue. For now, let us ask 
ourselves the question, "Right and wrong 
for whom and for what?" The answer, of 
course must be the human race and its 
survival. 

As he has developed, man has created 
certain institutions which have moral re- 
sponsibilities The oldest of these is prob- 
ably the family But very quickly he 
learned that the tribe or the clan was also 
in his interest because families did not al- 
ways remain intact and there was addi- 
tional safety and resources in numbers. 
Survival values and techniques were con- 
stantly emphasized, and coarse and brutish 
as they were, the clans remained responsi- 
ble for their respective children. 

Civilization provided additional institu- 


Dr. Faux is Director, Youth Services, Utah State 
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tions religion, education, and the legal 
system. We see archaeological evidence of 
religious practice dating back hundreds of 
thousands of years. Wherever he was lo- 
cated, man has organized his feelings about 
the future and established a system of 
worship. 

When he learned to write and to docu- 
ment his laws, judicial systems were incor- 
porated. These also assumed moral respon- 
sibilities and over the centuries these 
institutions, education, and religion, and 
the law have grown in a social sense, con- 
vincing man that they could take increas- 
ing responsibilities in the area of morality. 
This in essence meant that these institu- 
tions would be taking responsibility for 
children away from the family and the 
clan because morality and character forma- 
tion concern themselves with childhood 
more than any other time of life. 

With the passing of time society has 
turned to its institutions to repair family 
defects as they concern children. Various 
religious groups have performed heroically, 
the public schools have responded to their 
challenges, and the legal profession has 
developed the juvenile court system which 
has encouraged society in the belief that 
it could influence the hoards of children 
who now find their way through its doors. 
We don't know all of the reasons why, but 
statistics relative to family life in this coun- 
try suggest that increasing numbers of 
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children are being improperly cared for, 
divorce is on the increase, and associated 
statistics as they concern juvenile delin- 
quency, crime, and mental illness have 
caused a society to look with some alarm 
on the future. We know that each gen- 
eration of disturbed children will probably 
become disturbed parents, multiplying 
their problems through their own offspring. 
Can our institutions meet this challenge? 
Is there some way in which religion, edu- 
cation, or the law can fill more of these 
gaps? It is doubtful if we pursue our 
present course. History tells us the reli- 
gious institutions are preoccupied with the 
manner in which they relate to God and 
the manner in which faithful followers can 
acquire eternal salvation. Characteristically 
religious families in this country represent 
well-fed, middle class homes who worship 
and work together in the interest of their 
own children, but who are content to label 
some human beings worthy and others un- 
worthy while they mobilize righteousness 
to the degree that its force is sometimes 
immoral. 

From the national perspective, society is 
not expressing confidence in religious insti- 
tutions perhaps because people feel they 
had entrusted ethical and moral matters to 
them and they were failing in this role. 
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tell the older generation “we agree with 
and like most of the things you have taught 
us but you have failed to implement these 
values and we feel it is our obligation to 
do so.” They insist upon human dignity 
for all people. They emphasize love, indi- 
vidual rights, and mutual trust in our fel- 
low man. They are telling us they resent 
our materialistic inclination while we ig- 
nore social injustices. While we can't agree 
with some of their methods, we must admire 
them. 

The older generation has no apology to 
make. Processes of civilization have re- 
quired constant reorientation in an age 
which has gone from the horse and buggy 
to space exploration. It has been our chal- 
lenge to protect our respective freedoms 
while we also assisted primitive or helpless 
nations who have not yet found our cher- 
ished type of government and who had no 
access to the scientific method. We know 
that when young people talk about love, 
human dignity, trust, and individual rights 
they are not so much criticizing us as chal- 
lenging themselves. 

We are happy to see that they are not all 
struggling for conformity because there 
would be little progress in this, at the same 
time we take pride in the loyalty, integrity, 
and altruism which most of them represent, 


i E el E a a A a iad n uia 
We know now that the typical drug abuser is not mentally ill 


and has not been delinquent. 


TE e RS n en 


There has been a genuine world-wide 
religious revival going on, but churches 
seem to be missing out on it. Instead, the 
revival is occuring among the conversations 
of young people all over the world. The 
young seem to be dismissing churches as 
ineffective and irrelevant. They seem to 
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During the past fifty years along with the 
increase in antisocial statistics, there has 
been a gradual increase in drug problems. 
In my time we labeled these problems as 
illness and built hospitals to assist the 
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unfortunates who were addicted. We found 
that most of the victims were susceptible 
individuals because of various misfortunes 
in their family or 'socio-economic back- 
grounds. The profits associated with drug 
traffic quickly caught the attention of the 
underground and this problem became 
linked to crime in a fashion we are unable 
or unwilling to confront or control. 


Characteristically religious fami- 
lies in this country represent well- 
fed, middle class homes who wor- 
ship and work together in the 
interest of their own children, but 
who are content to label some hu- 
man beings worthy and others 
unworthy while they mobilize 
righteousness to the degree that 
its force is sometimes immoral. 


a e 


In the meantime, since about 1940, uni- 
versities and research centers initiated drug 
experimentations with such zeal that an- 
other type of drug problem emerged which 
was confined pretty much to college cam- 
puses. It was about this time that the sci- 
entific world learned of LSD and its 
propensity to mimic psychotic conditions. 
Tremendous numbers of research designs 
using college students as their subjects were 
organized. A cavalier attitude existed for 
many years and increasing numbers of col- 
lege students became attracted to the fan- 
tastic, euphoric “trips.” 

On another social front tranquilizers and 
anti-depressant drugs found their way to 
mental hospitals with beneficial results, but 
doctors all over the country were per- 
suaded to employ these drugs for the vari- 
ous states of minor apprehension and anx- 
iety common to most people. 

Now it seems these three fronts have 
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merged in the minds of the coming genera- 
tion and taking drugs has become the All 
American Sport. As I travel about talking 
with PTA's, health classes, and various 
campus groups, I get the terrible feeling 
that drugs have been accepted among teen- 
agers in the same fashion that previous gen- 
erations have accepted coonskin coats, or 
bobby sox. This is an exaggeration but 
how far will it go? We know now that 
the typical drug abuser is not mentally ill 
and has not been delinquent. He fre- 
quently comes from a middle class or upper 
class home and usually from an intact fam- 
ily. I have had the occasion to lecture to 
what I would have thought were supremely 
moral young people in our society and find 
that they minimized the drug problem and 
protected the identity of both drug user 
and drug pusher. They expressed the senti- 
ment that “drugs are our thing." Drugs 
have become a symbol of protest and the 
entire movement has been catalyzed by 
publicity seekers and the entertainment 
world. It is the coming generation that 
must judge the morality in all of this. 

Society's concern rests with the fact that 
drug cultures have never worked. China 
and other oriental countries allowed opium 
to be used in prevalent ways and their 
civilization was stifled for centuries. Could 
such a thing happen to us? 

In the light of what has been said, let’s 
return to our original focus, the family— 
the first human institution. Those of us 
who come from intact homes and those of 
us who currently live in family circum- 
stances are the lucky and grateful ones. 
What can we do to assist less fortunate 
individuals to find this satisfaction? If the 
institutions, religion, education, and the 
law cannot be more effective perhaps we 
should take a second look at the clan or the 
tribe principle. This has been done at 
times of crises—even during the last fifty 
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years it has been done with great success. 
Both the Jewish and the Russian people 
found it necessary to form clan-like or tribe- 
like organizations to meet the needs of chil- 
dren and adults without families. These 
collectives consisted of several hundred peo- 
ple who were assigned to the common lot, 
where autonomy was essential where all 
adults were responsible for all children. It 
would seem that these tribe-like societies 
worked closely, meaningfully, warmly, and 
in a disciplined way with such effectiveness 
that now twenty to thirty years later we 
learn that children who grew up in these 
circumstances are amazingly productive, 
prosocial, and loyal individuals with social 
identities reflecting excellent adjustment. 

Our challenge, regardless of age, is to 
combine our energies in the interest of the 
generation to come, We have the greatest 
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civilization in history but some children are 
still sacrificed when family life fails them. 
Can we somehow regenerate the tribe or 
clan effect? Can we expedite the principle 
of community action, identity the flounder- 
ing child, and respond better to his needs? 
A beginning might be for each locale to 
appoint childrens commissions where per- 
haps the leaders of society and its young 
could serve together, preventing any child 
in the community from being uprooted. 

Our only hope in controlling drugs or 
any other social problem is to localize re- 
sponsibility and enlist all citizens, agencies, 
and institutions in an effort which keeps 
problem children near home. If the adults 
in their lives are failing them, a clan me- 
chanism must be found to fill the gap ir- 
respective of the child's religion, color, or 
behavior. 


In the lean night, 
The cry pierces the 


Blue. 


White flowers opening 
Above the chimneys . . . 
We, sitting across 


The table, 


Our feet touching, 
Our hands cupping 
The empty air 
Beside our chairs, 


Waiting 


For the echo of the 


Cry. 
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Reflections on One's Own Death 


The following remarks grew out of a 
discussion on death in a class I taught on 
mental hygiene. I asked all the students 
to write down how they would spend their 
last day if they knew they had just one day 
to live. When the responses came in, they 
were so moving that I realized that many in 
the class had had a meaningful peak ex- 
perience as a result of contemplating their 
own death. 

It became clear to nearly all of those 
students who had a peak experience that 
they had ‘confronted something in them- 
selves which they either had lost contact 
with or else never realized existed. They 
saw that what they would do on their last 
day and the way they were now feeling 
were not at all related to how they were 
currently living every day. They asked 
themselves, “If I would live this way on 
my final day, why am I not living this way 
every day?” Many achieved startling in- 
sights after they had asked themselves this 
question. Most of them recognized that 
prior to their peak experience life had been 
a constant attempt to affirm their own per- 
sonal existence through the gaining of rec- 
ognition and status but that which was most 
real in themselves had no relationship at 
all to any concept of self. As one student 
put it, “All my life I have been focused 
outward. I have always been concerned 
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as a Peak Experience 


with others’ impression of me; . . - I was 
afraid to admit to myself that the way I 
was living was meaningless because I had 
invested so much in and had become so 
identified with this image of myself as I 
thought I should be, rather than just dis- 
covering what I really am.” 

Several of the students indicated that the 
contemplation of their own death pro- 
duced another immediate and very basic 
insight for them. They remarked that the 
meaning of death could not be considered 
separately and apart from the meaning of 
life. “I do not know how to face death 
because I really do not know how to face 
life” one student replied and he indicated 
further that somehow neither life nor death 
would have any meaning unless some basic 
core could be found within oneself which 
would tie the two together into some mean- 
ingful whole. He and others felt, essen- 
tially, that this core had to be found if they 
were ever to face death meaningfully and 
that it had to be done by oneself and away 
from people. 

One very interesting finding was that 
nearly every male preferred to be alone on 
his last day, but most of the females pre- 
ferred to spend their last day with a loved 
one. However, both groups unanimously 
felt that the last day should be spent out- 
doors and with nature, either on a lonely 
beach near the ocean, in the woods, near 
a brook, or climbing a mountain, in clear 
sight of the open sky. They also felt that 
it would be important that the sun be shin- 
ing. In reacting to these choices the stu- 
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dents indicated that they recognized that 
these were symbols of something which 
brought them comfort in the face of death. 
Many stated that they recognized that their 
life was very transitory and they wanted to 
be close to nature which represented some- 
thing permanent and limitless. 

Both males and females indicated that 
they seemed to be searching for a sense of 
union which they felt was in great contrast 
to how they had always lived. They felt 
that their life had always been an attempt 
to heighten their feeling of individuality 
and uniqueness but at the time of death a 
need for loss of self in fusion or communion 
was essential. 

Most of the females seemed to prefer 
to spend their last day with a loved one 
whereas males almost unanimously pre- 
ferred to be alone with nature. An exam- 
ple of a typical female response was as 
follows: "If I knew that today was going 
to be my last day, I would prefer to spend 
it quietly—with just my husband and 
daughter—perhaps on a lonely, quiet beach. 
I would want to have those things that 
mean so much to me—the wonderful feel- 
ings of a baby's laugh, a tender touch, word 
or look. I would want to absorb all the 
beauties of nature and love.” A typical 
male reaction was as follows: "I think first 
of all that I would try to get away from 
people and get as close to nature as I could. 
I would probably go to the mountains and 
walk along brooks over rocky trails and 
climb a mountain. would want my last 
day to be filled with the beauty and peace 
inherent in nature . . . I would try to avoid 
disturbance from others. Mainly to be with 
myself and to feel myself a part of nature, 
as part of nature's cycle of life and death, 
is what I would seek to do." 

Several indicated that first of all, even 
before they could be alone to face death, 
they would have to patch up old conflicts. 
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This seemed to bring a healing effect to 
many formerly abrasive or severed relation- 
ships. For example, one female student 
wrote, "I would tell my mother and father 
that despite all of the fights I have had 
with them, I love them very much. I must 
do it before it's too late... .” 

It was interesting to note that there was 
only one student in the class who had any 
thought of using the last day as a way of 
totally indulging himself. This one stu- 
dent indicated that because, “you only live 
once," he would go get drunk and have sex 
with as many girls as he could find. How- 
ever, most students indicated that the last 
day was not a day for pleasure seeking but 
for communion, with themselves and with 
nature. 

It is likely that a response which reflects 
a need for total indulgence on the last day 
of life probably reflects an individual who 
has lived a life of extreme inhibition or 
self-denial and is using the last day to fill 
himself full of whatever he had been deny- 
ing himself. It is quite likely that the 
question of what one would do on one's 
last day of life could be used as a sensitive 
indicator of ego strength and probably 
other personality factors as well This is 
suggested because most of those students 
who did not achieve a peak experience in- 
dicated, in one way or another, that they 
would try to deny the reality of their im- 
pending death. Some openly indicated that 
they would just not permit themselves to 
believe that it really was their last day. 
Others indicated that they would try to 
distort the reality of the event by trying to 
escape from the thought of it by trying to 
lose themselves in some kind of distracting 
activity. It seems, then, that for those who 
can face the reality of their own termina- 
tion that it not only is reflective of relatively 

emotional stability but in many cases 
also leads to a peak experience. 


. Wayne R. Bartz, Ph.D. 
Donald L. Loy 
William A. Cook 


Mental Hospitals and the 


Winds of Change 


The authors see the future role of the state hospital as one of caring 
for special populations which cannot be accommodated by community 
mental health centers. These include: alcoholics; drug addicts and 
users; acting-out adolescents; borderline intelligence behavior prob- 
lems; retarded individuals with severe behavior problems; chronic, no- 
family patients; character disorders; and those dangerous to others. In 
order to care for these groups, state hospitals will have to make a “philo- 
sophical shift” from a general treatment approach to a more restricted, 
total-control environmental approach, 


A question presently being asked of most 
mental hospitals throughout the country 
is, if local communities are going to accept 
responsibility for the care of general men- 
tal health problems rather than refer pa- 
tients to the state hospitals, what functions 
(if any) are to be assumed by the hospitals? 
The booming community treatment move- 
ment with extensive state and federal finan- 
cial assistance specifies the eventual ob- 
solescence of traditional large state hospi- 
tals as one of its important and desirable 
goals. 


Dr. Bartz and Mr. Loy and Mr. Cook are on the 
Psychology staff of DeWitt State Hospital, P.O. 
Box 192, Auburn, California 05603. The opinions 
expressed in this paper are those of the authors 
and do not necessarily reflect the views of DeWitt 
State Hospital or the California Dept. of Mental 
Hygiene. 
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It would appear that the time has come 
for state hospitals to take stock of their 
activities and their future. 

What can a mental hospital provide that 
will not be available in the community? 
Most present hospital functions can be and 
are being duplicated at the community 
level. State hospitals have for a number 
of years been moving in the identical di- 
rection taken now by the community pro- 
grams, namely brief intensive treatment 
for acute (often situational) problems. At 
the same time the hospitals continue to 
provide housing for the chronic, long-term 
patients who show little response to the 
brief intensive approaches. For the pa- 
tients who become involved in a “crisis” 
and show a temporary breakdown from 
their normal relatively satisfactory level 
of adjustment, brief treatment in the com- 
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munity may be sufficient to allow a return 
to their essentially healthy life-functioning. 
These individuals will no longer come to 
state hospitals for treatment, and the hos- 
pitals should not waste manpower and re- 
sources trying to duplicate community 
treatment. There is, however, a large 
group of patients seen both in the com- 
munity and in state hospitals who have 
never really functioned at better than a 
borderline level of adjustment, and for 
whom even minor stress becomes a crisis 
sufficient to result in repeated returns for 
help and continued marginal adjustment 
at best. It is neither sufficient nor eco- 
nomical to indefinitely help them over 
their many crises—they need more basic 
and long-term social and practical training 
in successful living if they are ever to func- 
tion independently over any significant 
period of time. 

Various studies ^? show clearly that a 
significant reduction in psychiatric symp- 
tomatology results from brief intensive 
treatment whether handled in the hospital 
or community setting. What is not mark- 
edly affected by either approach is the 
"instrumental role functioning" of the pa- 
tient following treatment. That is, the 
patient is no more nor less effective as 
Wage-earner, spouse, parent, or productive 
member of the community than he or she 
Was prior to the symptom-precipitating 
crisis. Even community treatment advo- 
cates admit that short-term crisis therapy 
is not designed to seek change in long- 
term behavioral patterns. In reality the 
community is increasingly assuming the 
task of working with the short-term crisis 
patients and will encounter operational 
difficulties primarily with those individuals 
who have shown a long-term marginal level 
of adjustment. A new role for the state 
hospital might well center upon specialized 
treatment of those long-term problems and 
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cooperative acceptance of the appropriate- 
ness of community treatment for short-term 
problems. 

An additional and practical aspect of the 
hospital treatment question centers upon 
the desirability or attractiveness of various 
patient groups. It has been demonstrated 
in the past that community-based treat- 
ment centers tend to invest most of their 
efforts in treating the more desirable acute, 
middle-class, good-prognosis patients, and 
these are largely the crisis-centered group 
upon which the community plans to con- 
centrate in the future. The long-term mar- 
ginal individuals being proposed as the 
focus of state hospital efforts are for a 
variety of reasons the least desirable pa- 
tients of the psychiatric spectrum and thus 
the community facilities will in many cases 
be relieved to refer (or perhaps "unload") 
these patients to a facility that offers an 
appropriate specialized treatment program. 

The following list suggests a number of 
groups who seem to meet both the criteria 
of being long-term marginal adjustment 
problems and being undesirable treatment 
prospects because of poor prognosis and 
difficulty of treatment: 

Alcoholics: Historically, the community 
has rejected alcoholics and will probably 
continue to do so. 

Drug Addicts and Users: A major prob- 
lem today, these individuals could be sub- 
classified into two quite different groups, 
the true “addicts” of opiates, and the “drug- 
users,” usually alienated young people who 
use a variety of drugs in “dropping out.” 

Acting-out Adolescents: ‘This group 
would at first glance seem to fit into the 
community-treatment domain because of 
the usual importance of family relation- 
ships, but management and programming 
difficulties in working with adolescent be- 
havior problems often result in frustration 
of treatment efforts and a genuine sigh of 
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relief when someone takes trouble-making 
adolescents off the community’s hands. 
Frequently, there is no middle step between 
the home and juvenile correctional set- 
tings, and any such program would have 
to work closely with the courts and proba- 
tion departments (who are rapidly de- 
veloping their own programs). 

Borderline Intelligence Behavior Prob- 
lems: Any mental hospital has a scattered 
group of patients, often long-term or at 
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The long-term marginal indivi- 
duals being proposed as the focus 
of state hospital efforts are for a 
variety of reasons the least de- 
sirable patients of the psychia- 
tric spectrum... 


least repeat customers, who are borderline 
in intelligence and have serious adjustment 
difficulties. They tend to get into trouble 
outside, cause disturbances in the hospital, 
and are generally not wanted by anyone 
(staff will argue at length over who gets 
stuck with them). They seem to need a 
controlled and semisecure training environ- 
ment. 

Retarded Individuals with Severe Be- 
havior Problems: Another group that can- 
not be handled satisfactorily in the com- 
munity, these patients can be helped by 
intense behaviorshaping treatment pro- 
grams geared specifically for this popula- 
tion. Many feel that the large majority 
of hospitalized mentally retarded are es- 
sentially behavior problems who could re- 
turn to the community with proper social- 
behavioral training. 

Chronic, No-family Patients: Usually 
long-term, multi-admission patients labeled 
chronic schizophrenics, they have no re- 
sources, family, close friends or home on 
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the "outside" and seem to be unable to 
make it in placement situations. Many of 
these would fit into the legal category 
“gravely disabled”. 

Character Disorders: Usually middle- 
aged, they are aware of their vanishing 
youth and find it progressively harder to 
continue their marginal existence. ‘They 
begin having more frequent run-ins with 
law enforcement and community agencies, 
but really do not appear to require crim- 
inal incarceration. 

Dangerous to Others: New laws in several 
states (including California) provide for 
commitment of individuals judged to be 
“dangerous to themselves or others”. Since 
there is a growing interest in community 
treatment of suicidal individuals, it is 
doubtful that hospitals will be sent many 
patients committed as dangerous to them- 
selves. There are, however, frequent cases 
of individuals who make threats and ges- 
tures toward family or community mem- 
bers but have not actually carried out 
serious hostile acts. They often appear 
capable of violence and have genuinely 
frightened people, many feeling they can- 
not be left “loose,” and yet they have done 
nothing to legally warrant imprisonment. 
Whether or not they can be committed de- 
pends upon court interpretation of the 
commitment laws. 

Reading this list of special treatment 
groups (and doubtless the reader can think 
of other groups which would be equally 
appropriate), it becomes apparent that a 
turnabout in hospital treatment philosophy 
will be required. This paper has en- 
deavored to suggest some populations that 
could be treated at state hospitals—whether 
effective programs can be developed for 
them remains to be seen. Nevertheless, 
some basic philosophical changes are ap- 
parent. For many years state hospitals 
have moved toward a more permissive, 
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open, and free environment for a wide 
variety of patients, almost all human prob- 
lems being acceptable for admission and 
all fitting into a general treatment ap- 
proach rather than being separated for 
special programs. A good example of this 
trend can be seen in the very successful 
use many state hospitals have made of the 
geographic, or regionalized treatment unit 
concept. However, if specialized programs 
for patients such as those mentioned above 
are developed, we will no longer be talking 
about open-hospital, short-term treatment 
with acute patients, but instead will have 
moved to specialized treatment aimed at 
specific behavioral change in clearly identi- 
fied groups of patients, these usually being 
long-term problems. The most effective 
treatment setting for many of these groups 
will have to incorporate total-control en- 
vironments with intensive work toward be- 
havioral training and change. Such treat- 
ment will also probably have to be rela- 
tively lengthy as the hospital will no longer 
be trying to help individuals through 
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varied crises, but will instead be trying to 
modify stable patterns of maladaptive be- 
havior, frequently against the desires or at 
least without active cooperation from the 
individual involved. 

In reality these necessary philosophical 
shifts need not be seen as a “step back- 
ward” with their suggestion of locked 
wards and controlled environments, but 
rather as a move toward specialized inten- 
sive treatment with serious problem-pa- 
tients and the realistic transfer to the com- 
munity of the bulk of patients who have 
long been the primary focus of the state 
hospital system. 
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NAMH Position Statement on 


The Right to Treatment 


The following statement was approved by the Professional Advisory 
Council September 18, 1970 and the NAMH Board of Directors on 


November 21, 1970. 


When a person is involuntarily sent to a. 
state hospital on the ground that his mental 
condition is such that he needs hospital care 
and treatment, the state is obliged to give 
him adequate care and treatment. How 
otherwise can the state justify keeping him 
in the hospital? 

The answer would seem obvious: If the 
state's only justification for restraining a 
person of his liberty is that he needs care 
and treatment, it must provide such care 
and treatment, else its justification dis- 
appears and the person is entitled to be 
released. But although the proposition 
may be sound in the abstract, enforcing it 
raises a number of tough practical prob- 
lems. 

1. How can we measure the adequacy of 
treatment? If an involuntary patient peti- 
tions a court for release on a writ of habeas 
corpus on the ground that he is not receiy- 
ing adequate treatment, can the judge in- 
vestigate and decide for himself whether the 
treatment being provided is adequate? 
What criteria can the judge use to decide 
that question? Can he hear evidence of ex- 
perts from outside the hospital staff to get 
their judgment? Should he look only to 
objective criteria, such as the doctor-patient 
their judgment? Should he look only to, 
for example, that in a hospital having only 
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ratio in the hospital, as a basis for holding, 
one doctor for 500 patients, treatment is 
necessarily inadequate? * Or should he go 
further, and decide whether this patient is 
getting the kind of care and treatment 
needed for his particular condition? ** 

May hospitalization itself be considered 
treatment? If, for example, a patient is 
dangerous to himself or others, and his 
mere confinement prevents his doing any- 
thing dangerous, can it be argued that this 
is "treatment" for his condition? 


* A bill offered in the Pennsylvania legislature 
in 1968, but not enacted, would have created a 
Mental Treatment Standards Committee that 
would have the task of compiling a manual of 
minimum treatment standards, including size of 
professional and nonprofessional staff, minimum 
number of consultations and of hours of individual 
consultation to be provided each patient over a 
given period, and frequency of physical examina- 
tions. S.B. 1274 and H.B. 2118, Pa. Gen. Assembly, 
1968 Sess. 


** The Social Security Administration already 
has standards to define "active treatment" for pur- 
poses of reimbursing hospitals for service to Medi- 
care patients. To be considered "active treat- 
ment" the services must be (1) provided under an 
individualized treatment plan or diagnostic plan, 
(2) reasonably expected to improve the patient's 
condition or for the purpose of diagnosis, and (3) 
supervised and evaluated by a physician. 20 C.F.R. 
§§405.1036-8 (1969). 
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By whom must treatment be adminis- 
tered? Are aides, adjunctive therapists, or 
fellow patients in group therapy enough, or 
must treatment be by a psychiatrist, or at 
least by an M.D.? Is supervision by an 
M.D. erough? 

Is there a danger that any criteria im- 
posed might be too rigid and so tend to dis- 
courage innovation and imaginative new 
programs? 

2. Suppose the person was committed 
not merely because he needed care and 
treatment, but because he would be danger- 
ous to himself or others unless confined. If 
he is not getting adequate care, should he 
be released, although still dangerous? In 
most states, a person cannot be ordered so 
confined merely because he needs hospital 
care; he must be so mentally ill as to be 
dangerous if left at liberty, or so ill as not to 
be able to exercise his own judgment as to 
whether or not to seek hospital care. Are 
we willing, in order to vindicate his right 
not to be unjustly confined, to let him go at 
large, even though dangerous to other per- 
Sons? This seems a hazardous solution. 
But perhaps releasing some of these persons 
may be the only way to alarm the citizenry 
into facing up to the issue: Either provide 
adequate treatment, or the courts will re- 
lease. 

3. Suppose the hospital concedes that the 
treatment it is providing is less than ade- 
quate, but says it is doing the best it can 
With the money the legislature gives it. 
Must the court shrug its shoulders and say 
in effect that it is helpless to enforce the 
patient's right to treatment? Or should it 
release? Is there any third solution? 

4. When a court is convinced that a pa- 
tient's rights are being violated by confining 
him without treatment, what “sanctions” 
can it use? Ordering his release, as already 
said, is an extreme and perhaps dangerous 
remedy. Can the court order the hospital 
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authorities to take specified steps to correct 
the situation, on penalty of being held in 
contempt of court if such steps are not 
taken? Can it render a decision that unless 
these steps are taken within a fixed time, 
the patient will be released? 

5. Insofar as a “right to treatment” is 
legally recognized, it would seem to apply 
not only to persons sent to the hospital on 
civil commitment, but also to (1) those who 
are so confined after being acquitted of a 
criminal charge because of insanity at the 
time of the act; (2) those who have been 
charged with a crime but found mentally 
incompetent to stand trial; and (3) those 
convicted of a crime who show signs of 
mental disorder after being sent to prison, 
and who are therefore transferred to a hos- 
pital. Enforcing a “right to treatment" as 
to each of these three groups raises special 
problems. ‘These considerations show that 
to make a reality of a “right to treatment” 
will require us to come to grips with a 
number of knotty problems. The problem 
of inadequate funds is illustrative. The 
council of the American Psychiatric Associa- 
tion some years ago took the position that 
to insist that lack of staff is no excuse and 
that patients should be released if ideal staff 
ratios cannot be maintained would be 
“tantamount to an oversimplified gospel 
of perfection.” We must settle for some- 
thing less until mental health manpower 
shortages can be overcome, The council 
therefore approved the concept embodied 
in the Model Draft Act promulgated in 
1952 that patients are entitled to treatment 
“to the extent that facilities and personnel 
are available.” But this, say critics, says 
only that treatment should be adequate ex- 
cept when it is inadequate. 

Mental Health Associations need not 
wait, however, until debates over these con- 
flicts concerning policy and technique are 
resolved before undertaking an active and 
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constructive program to improve the level 
of care for committed patients. Your state 
Division can and should find out: 

1. What kind of care are patients receiv- 
ing in the hospitals of your state? What is 
the ratio of doctors to patients? Does the 
hospital meet the minimum standard es- 
tablished by the American Psychiatric 
Association, of one physician for every 150 
patients in continued treatment services 
and one for every 30 patients in intensive 
treatment services? Or is the ratio closer to 
500 to 1, or 700 to 1, as it is in some states? 

2. How often are patients seen by a physi- 
cian? Some patients should be seen more 
frequently than others, but if the average 
for the hospital as a whole is only one con- 
sultation with a physician in six months or 
even less often, treatment is evidently in- 
adequate, 

3. Does the hospital have a treatment 
plan for each patient? The Social Security 
Administration requires this for Medicare 
patients. It should be done for all patients. 

4, What is the expenditure per patient 
per day? Where does your state rank 
among the 50 states in the amount spent per 
patient for feeding and care? 

If the answers you get to these questions 
show that your state is below par in these 
objective criteria of care, there are steps you 
can and should take: 

1. Become active in bringing the facts to 
the attention of the proper authorities, 
especially to members of the legislature. Ar- 
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range to appear before appropriations com- 
mittees during legislative sessions to sup- 
port increases in hospital budgets. 

2. Consider whether to support efforts by 
or on behalf of patients who complain that 
they are receiving inadequate treatment, 
and whether to support efforts by such pa- 
tients to obtain their release by petitioning 
the courts. If your Association has lawyers 
on its board, consider whether the Associa- 
tion should appear or file a brief amicus 
curiae in the case, supporting the demand 
for release. 

3. Have your legislative committee con- 
sider whether to draft and support enact- 
ment of a bill to implement the right to 
treatment. “right to treatment” is often 
argued as a constitutional right. But 
whether or not it can be rested on constitu- 
tional grounds, the problems of implemen- 
tation might be better resolved by legisla- 
tion, spelling out answers to some of the 
questions mentioned above and perhaps 
creating an administrative agency or board 
to formulate standards for treatment and 
to investigate and adjudicate patient com- 
plaints about inadequate treatment. The 
bill introduced in the Pennsylvania legisla- 
ture in 1968, already mentioned might serve 
as a blueprint. 

The Court of Appeals for the District of 
Columbia has held that the law of the Dis- 
trict already establishes a right to treatment. 
Rouse v. Cameron, 373 F.2d 451 (1966). 
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Improving Insurance Coverage 


The National Association for Mental Health endorses the suggested principles de- 
veloped by the National Institute for Mental Health Task Force on Insurance as guide- 
lines for improving coverage: (Also, see Appendix A “NAMH Resolution on Health 
Insurance Coverage" below.) 


1, Emphasis should be placed on early referral and short-term intensive therapy. In 

g regard to outpatient benefits, this would indicate low deductible features and low 
co-insurance to encourage early referral. Early referral can be encouraged by 
eliminating deductibles as well as co-insurance for the first visit, certainly, and also 
for as many of the following visits as possible. 

2. In-hospital benefits should be as complete for mental illness as for physical illness. 

| Partial hospitalization should be included. Also included within the definition of 
“allowable hospital expenses” should be those incurred within day and night hospi- 
tal programs. For present purposes, the following is a definition of a day-night 
hospital: 

*A mental health day-night service is one having an organized staff 
whose primary purpose is to provide a planned program of milieu 
therapy and other treatment modalities. The service is designed for 
patients with mental or emotional disorders or mental retardation 
who spend only part of a 24-hour period in the program." 

3. Increased recognition should be given to all the professional skills essential to treat- 
ment and rehabilitation. Health insurance benefits are generally limited at pres- 
ent to the services of a psychiatrist or other M.D., although some plans cover testing 
and some treatment by psychologists. Both the continuing development of the 
mental health treatment team and the present shortage of mental health personnel 
argue strongly for covering the services of all mental health disciplines, including 
the clinical psychologist, the psychiatric social worker, and the psychiatric nurse. 

4. Insurance should not favor a particular type of treatment. Care should be taken 
that comparable coverage is provided for all accepted. types of treatment. The 

ra objective should be continuity of care, so that the patient receives the most appro- 

priate treatment at each stage of his illness. When deemed necessary, treatment 
visits by members of the patient's family (collateral visits) should be covered in 


addition to the patient’s visits. 


The following resolution was recommended to, and approved by, the Executive Com- 
mittee of the National Association for Mental Health, Inc. j i 
wuereas: Improved and expanded health insurance coverage for mental illness in every 
state is one step toward comprehensive mental health services; and à 
WHEREAS: There have been extensive gains in the number of people whose prepaid 
health insurance plan includes provisions for the treatment of mental illness; aud 
A WHEREAS: Experience has shown that adequate coverage of mental illness is financially 
practical; and : f 
WHEREAs: There is a major need for dynamic educational and informational programs 
through the labor unions, business management, and the general public; j 
BE IT RESOLVED: That Mental Health Associations plan, develop, and carry out an action 
program for stimulating improved and expanded prepaid health insurance coverage 
for mental illness; and 


+ Vol. 55, No.2, April 1971 


274 POINTS OF VIEW 


BE IT FURTHER RESOLVED: That the Mental Health Association endorse the suggested 
principles developed by the NIMH Task Force on Insurance as guidelines for im- 
proved prepaid health insurance coverage for mental illness; and 


BE IT FURTHER RESOLVED: That the goals to be focused on should include: 
1. Full involvement of all insurance carriers of both group and individual policies. 
2. Fewer restrictions on days covered and deductible percentages. 


3. Adequate coverage for office visits and for all other aspects of early diagnosis and 
intervention. 


4. Broader coverage for professional therapists other than physicians. 


5.Broader geographical distribution of mental illness coverage under Blue Cross- 
Blue Shield plans. 


6. More adequate payment schedules for treatment in private and state psychiatric 
hospitals. 4 


7. Discontinuance of the requirement of having doctors send reports to patients’ 
employers. 


8. Encouragement to the trailblazers and quick publication of their results. 
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Book Reviews 


Parental Attitudes Toward Exceptional 
Children 


By Harold D. Love, Ed.D. 


Springfield, Ill.: Charles C Thomas, 1970. 
167 pp.; $9.50. 


In the preface of his book, Dr. Love says 
that probably its most important purpose is 
"to help parents accept and understand their 
exceptional child." 

I am the mother of such a child (who is 
This book only helps me to under- 
stand (not accept) the prevailing condescension 
and aloofness of many professionals toward 
parents of children who are not normal. With 
few exceptions, the list of traits for these 
parents includes only negative attitudes. One 
might assume, from reading the book, that the 
large majority of parents of handicapped chil- 
dren cannot face the reality of the situation 
and become helplessly, hopelessly mired in 
guilt feelings. At only a few points in the 
entire book does the author seem capable of 
assessing the terrible pressures and desperate 
appeals of parents for understanding and help. 

When parents accept the challenge of a 
handicapped child they are seen as having a 
"martyr or chosen-people" complex (p. 41). 
The example given (p. 42) is: "We have known 
some mothers who fought the world in behalf 
of their child . . . the harsh realities could 
be climaxed in no other way than a pitched 
battle . . .” 

I am confident that most parents would join 
me in a loud cry, “There’s another way?lll" 
To receive help parents must often, even usu- 
ally, be militant. Who is leading the struggle 
for better education, more research, better com- 
munity services, if not the parents? 

Dr. Love seems comfortable talking about 
the retarded and the deaf. It is here the few 
kind remarks about parents appear. However, 
reading the chapter on emotionally disturbed 
Children leaves one with the feeling that the 
author is not speaking from personal experi- 
ence so much as he is surveying the literature 
—a biased survey. It is clear from the material 
he uses that his sympathy lies with the psy- 
Chogenic view of mental illness. Mothers, as 
usual, get the blame for their child's disorder, 
though the fathers come in for some criticism 
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too. At no place does he even mention the 
research of a large and growing number of 
biochemists and others in the basic sciences 
whose study of the brain points to the bio- 
genesis of mental illness. 

Perhaps the point that many professionals 
miss is that the parents are associated with 
the whole child, whereas professionals are as- 
sociated mostly with his pathology. It is easy 
to understand, then, that their view of parents 
tends to accentuate the negative. By now I 
have met hundreds of parents of emotionally 
disturbed, mentally ill children. Their atti- 
tude toward their exceptional child is often an 
inspiration to those who know them. The 
wonder is that they can still maintain a 
semblance of normal family life, participate in 
community affairs and have strength and 
courage to "fight the world". 

If they seem cool to professionals, it is prob- 
ably their reaction to the (often) less-than-subtle 
accusation that they are part of the problem, 
not the solution. Books like this only make 
it worse. 


RUCH C. SULLIVAN 
101 Richmond Street 
Huntington, W. Va. 25702 


Adopting Older Children 
By Alfred Kadushin 


New York: Columbia University Press, 
1970. 245 pp.; $10. 


This book is an effort to evaluate adoptive 
parents' satisfaction in adopting older children. 
The records of ten years were researched and 
the adoptive parents interviewed about many 
facets of the way things worked out having a 
child at age five to eleven years brought into 
their home. Twelve of these 112 adoptions 
were failures and the child was returned. Of 
the remainder, ninety-one of the parents could 
be interviewed and they gave a seventy-three 
percent satisfaction rating to the situation. 

The study has some limitations and many 
splendid aspects. The children were all white 
and mentally and physically normal at the time 
of adoption. Thus, the sample is highly selec- 


tive. 
But the book provides broad, affirmative 
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support for the experience of adopting older 


children, with the detailing of the natural and - 


adoptive parental backgrounds, attitudes, dif- 
ficulties, marriages, parent-child relationships, 
termination as well as preparation for and ini- 
tiation of parental rights. The children’s situ- 
ation, attitudes, and problems about leaving 
the natural parents, cooperation, feelings about 
multiple adoption are considered in a separate 
chapter. A surprising factor in this group of 
children was that a large percentage of them 
were perceived as capable of establishing effec- 
tive interpersonal relationships. 

It is made abundantly clear that successful 
adoptions are based on the positive attitudes 
of the social worker and agency, who do a 
good job in selecting and matching child with 
parents, 

The chapter on satisfaction and dissatisfac- 
tion initially seems overly long. But the ex- 
cerpts it contains of the interviews with the 
adoptive parents cite the day to day concerns, 
care and support they gave to these children 
from deprived and neglectful homes, with 
greater effect than a simple summary. 

The effort at theorizing about the children is 
worthy but erected on a somewhat fragile 
foundation since the children were not inter- 
viewed or assessed for satisfaction or ego devel- 
opment except by inference, nor is there any 
indication of whether the adoptive parents felt 
a need for psychiatric evaluation or tutoring 
for the child. The later studies by Bowlby or 
Beres and Obers on deprivation are not men- 
tioned in the literature reviewed. The author 
presumes learning theory is the key for the 
adoption success and compares the psycho- 
therapeutic potential of an adoption with “that 
of a good marriage, a true friendship, a new 
satisfying job, or an enjoyable vacation.” 

Essentially, the book provides positive nutri- 
ment for the idea of adopting older children 
at a descriptive level of the parents and their 
satisfaction. It may be read with profit by 
anyone who is involved with the adoption 
process, or treats adoptive children or their 
parents. 


MAX SUGAR, M.D. 

Clinical Associate Professor of Psychiatry 

Louisiana State University Medical 
Center 

3625 Chestnut Street 

New Orleans, Louisiana 70115 


BOOK REVIEWS 


On Death and Dying 
By Elizabeth Kubler-Ross, M.D. 


New York, The Macmillan Company, 1970. 
260 pp.; $6.95. 


Until a few years ago, when a person was 
diagnosed as incurably ill, (or perhaps as “in- 
curably old"), he was no longer considered to 
be an appropriate candidate for certain phys- 
ical, social and mental health services of the 
community. That this situation still exists in 
some communities is the problem to which Dr. 
Elizabeth Kubler-Ross has addressed herself. 
On Death and Dying grew out of an interdis- 
ciplinary seminar which she initiated at the 
University of Chicago in 1965. Medical and 
theological students, nurses, social workers, and 
other hospital therapists met to learn from in- 
terviews with patients who were very sick and 
to share and examine their own reactions when 
faced with a dying patient. 

She describes the avoidance, displaced anger, 
denial and other defense mechanisms used by 
family members, physicians, nurses and others 
who contribute to the loneliness and isolation 
of the dying person because of their own acute 
discomfort about the approaching death. 

As she focuses her attention on the dying 
patient, the author devotes a chapter to each 
of the various defenses and coping mechanisms 
with which individuals attempt to deal with a 
great loss; denial, anger, bargaining, depression, 
and finally acceptance. Social workers, physi- 
cians, psychologists and others in the helping 
professions will find that her insights are equally 
meaningful in working with patients who have 
suffered other kinds of losses, such as loss of 
vision or loss of a limb. 

Two themes pervade the book, (1) That mem- 
bers of the helping professions and the families 
of the dying persons can and should be helped 
with their own feelings of acute discomfort 
about death. They should also understand 
the various defense mechanisms of the dying 
person. (2) Those responsible for the care of 
terminally ill patients can and should be help- 
ful to the patient “who is going to die anyway”. 
They should listen to his concerns, respond to 
his needs, involve him insofar as possible in de- 
cision-making. In short, they must continue to 
see him as a living human being worthy of the 
services available to other living human beings. 
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This is a book which has been much needed. 
Perhaps, as with Dr. Kubler-Ross’s seminar, 
those who need it most, will not read it. 

CHARLOTTE MALLOV, M.S.W. 
Supervisor of Social Work 
Lighthouse of Onondaga County 
Syracuse, New York 


The Boys and Girls Book About Divorce, 
With an Introduction for Parents 


By Richard A. Gardner, M.D. 


New York, Science House, Inc., 1970. 158 
pp; $7.95. 


This book can be recommended without 
qualification to children of divorcing or di- 
vorced parents, to parents themselves, and to 
all mental health workers who deal with prob- 
lems of marital discord. The text is simple, 
direct, and incisive, and its readability is en- 
hanced by a large number of drawings (by Al- 
fred Lowenheim) that underscore the points 
made by the author. Because Doctor Gardner 
does not talk down to his audience, the book 
will appeal as much to the adolescent as to the 
child. The reader of any age will be struck by 
the unflinching honesty of the author, by his 
sympathetic understanding of human frailties, 
and by the sincerity of his wish to help. 

The primary purpose of the book is to help 
children get along better with their divorced 
parents, The author believes that this is best- 
achieved in an atmosphere of truth and trust, 
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and in each chapter he suggests practical ways 
for the child to resolve his uncertainties, doubts, 
and misconceptions about himself and his par- 
ents. In the chapter “Who's To Blame?” for 
example, Dr. Gardner describes different kinds 
of mistakes and different levels of blame in 
terms of familiar, everyday activities. He then 
points out that parents do not divorce because 
a child is bad—"If one of your parents says 
such a thing to you, do not believe it"—and 
that divorce usually is a consequence of faults 
or mistakes that both parents have made. “This 
does not mean that they are not any good at all, 
just that in certain things they do very poorly." 
The chapter ends with the admonition to stop 
blaming others for what happened in the past, 
and to start doing the things that will make the 
future happier. 

In other chapters, the author tells his reader 
what he might do if he discovers that one of 
his parents does not love him, how anger can 
be handled appropriately, how to stay out of 
fights between divorced parents, how to get 
along with a stepparent, and how to approach 
any number of situations that the child of 
divorced parents may face. This volume is des- 
tined to become a classic in its field; the profes- 
sional will find that reading it is both worth- 
while and fun. 

ROBERT J. CAMPBELL, M.D. 

Associate Director 

Department of Psychiatry 

St. Vincent's Hospital and 
Medical Center of New York 

New York, New York 


BOOKS RECEIVED 


Because of space and time limitations, we cannot review all the books we 
receive. The listing of such books in this column must be considered 
acknowledgment of the receipt of the volumes indicated. As space, time 
and subject matter permit, we will publish full-dress reviews of the more 
significant books in the areas of interest of our readers. 


THE BRIEFER PSYCHOTHERAPIES. By Leonard 
Small, Ph.D. New York, Brunner/Mazel, 1971. 
262 pp.; $7.50. An overview, with models of 
the brief process as well as studies of outcome. 
Detailed bibliography. 


COUNSELING PARENTS OF THE MENTALLY RE- 
TARDED, A Sourcebook. Compiled and edited 
by Robert L. Noland, Ph.D. Springfield, Ill.; 
Charles C Thomas, 1970. 404 pp.; $9.75. Col- 
lection of articles dealing with counseling par- 
ents of the retarded, individually and in 
groups. Appendices list facilities for the re- 
tarded, and available films and literature. 


DRUGS: FOR AND AGAINST. Edited by Harold H. 
Hart. New York, Hart Publishing Co., 1970. 
240 pp.; $7.50 cloth, $2.45 paperback. Twelve 
essays on drugs by contributors who run the 
gamut from super straight Max Rafferty to 
Marijuana Review editor Michael Rossman. 


EROS REDISCOVERED, Restoring Sex to Humanity. 
By Leslie Paul. New York, Association Press, 
1970. 191 pp; $5.95. A professor of ethics 
examines “How man regards his sex, how he 
simultaneously contains and enjoys it within 
a moral framework.” 


THE GROUP PROCESS AS A HELPING TECHNIQUE. By 
Sheila Thompson, A.A.P.S.W. and J. H. Kahn, 
M.D. New York, Pergamon Press, 1970. 158 
Pps $5.50 hard cover, $4.00 flexi-cover. Small, 
concise overview of working with groups. 


GUIDE FOR MENTAL HEALTH WORKERS, By Ar- 
mando R, Favazza, M.D., Barbara Starks Fa- 
vazza, M.S. and Philip M. Margolis, M.D. Ann 
Arbor, The University of Michigan Press. 110 
pp: $2.95. Written for the lay mental health 
worker in very readable language, this text 
covers such areas as: An Overview of Mental 
Disease and Treatment; Stresses of Everyday 
Life; The Concept of Community Mental 
Health; The Interview; Suicide; Alcoholism 
and Drug Abuse; and Community Resources. 
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HUMAN SEXUAL DEVELOPMENT, Perspectives in 
Sex Education. Edited by Donald L. Taylor, 
Ph.D. Philadelphia, Pa., F. A. Davis Co., 1970. 
407 pp. Collection of articles on the sex, 
sexuality and psychosexual development of the 
child, for use by family life educators. 


I HATE MY PARENTS, The Real and Unreal Rea- 
sons Why Youth Is Angry. By Anita Stevens, 
M.D. and Lucy Freeman. New York, Cowles 
Book Co., Inc., 1970. 183 pp.; $5.95. Explores 
the reasons for youth’s anger and gives sugges- 
tions as to what parents can do to help their 
child or adolescent, 


INTERVENTION THEORY & METHOD, A Behavioral 
Science View. By Chris Argyris. Reading, 
Mass., Addison-Wesley Publishing Co., 1970. 
374 pp.; $9.50. Evaluates the methods by which 
organizational change can be made effective 
and presents a theory of consulting that is valid 
for an interventionist. 


LSD, MARIHUANA, YOGA AND HYPNOSIS. By Theo- 
dore X. Barber. Chicago, Aldine Publishing 
Co., 1970. 337 pp.; $8.95. Reviews findings on 
these subjects and examines the myths that 
have surrounded them. 


MARRIAGE IN LIFE AND LITERATURE. By Robert 
Seidenberg, M.D. New York, Philosophical 
Library, Inc., 1970. 307 pp.; $5.95. Drawing 
heavily upon literature from Shakespeare to 
Sartre, the author combines his clinical expe- 
rience with belles-lettres to discuss the problems 
marriage brings to people. 


THE MODERN PRACTICE OF ADULT EDUCATION. By 
Malcolm S. Knowles. New York, Association 
Press, 1970. 384 pp.; $12.95. A guide to theory 
and practice, with samples of programs and 
materials used in adult education courses. 


PROBLEM DRINKERS, A National Survey. By Don 
Cahalan. San Francisco, Jossey-Bass, 1970. 288 
pp. $8.50. Part of a program of longitudinal 
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studies on alcohol behavior, it concentrates on 
the noninstitutionalized, adult household popu- 
lation. 


RESIDENTIAL FACILITIES FOR THE MENTALLY RE- 
TARDED. Edited by Alfred A. Baumeister and 
Earl C. Butterfield. Chicago, Aldine, 1970. 405 
pp; $12.95. The papers in this book analyze 
the structure, philosophy, goal and operations 
of American residential facilities for the re- 
tarded and present suggestions for more effec- 
tive programming of institutions. 


SELECTIONS FOR AN INTRODUCTION TO GUIDANCE. 
Edited by Paul W. Koziey. Berkeley, Calif., 
McCutchan Publishing Co., 1970. 346 pp. To 
acquaint teachers and beginning counselors 
with the basic content of the field of guidance 
and the more general work of the behavioral 
scientist as it is applied to problems in educa- 
tion. 


SOCIAL PSYCHOLOGY AND MENTAL HEALTH. Edited 
by Henry Wechsler, Leonard Solomon and 
Bernard M. Kramer. Published for The Society 
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for the Psychological Study of Social Issues by 
Holt, Rinehart and Winston, Inc, New York. 
1970; 842 pp. Contains massive Compila- 
tion of articles under the headings: The Nature 
of Mental Health and Illness; Assessment of 
Causal Factors; The Social Context of Treat- 
ment; Mental Health Attitudes; and Mental 
Health Aspects of Social Problems. 


TROUBLED CHILDREN IN A TROUBLED WORLD. By 
Edith Buxbaum. New York, International Uni- 
versities Press, 1970. 341 pp.; $10.00. A collec- 
tion of papers by the author, dealing with 
children's problems. Part III covers the au- 
thor's experiences with children raised in 
kibbutzim. 


WORK, CREATIVITY AND SOCIAL JUSTICE. By Elliott 
Jacques, M.D., Ph.D. New York, International 
Universities Press, 1970. 261 pp.; $6.50. Essays 
on "the objective of any form of work, the part 
played by acquiring knowledge in the creative 
process, and the effect of environment on the 
individual's creative output. 


Lilac In My Winter Yard 


Lilac, 


Thy breast spreads 


Like a harp. 


Thy Branches— 
Fingers of mystery. 


Thy roots 
Wait for 


The saps of spring, 


Thy heart, 
Crucible of 
Purple, 
Burning, 
Unseen. 
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Publications from the National Association 


for Mental Health 


Policy and position statements on: 


Abortion 

The Disadvantaged 

Family Life and Sex Education 

Homosexuality 

Insurance Coverage 

Joint Commission on Mental Health of Children 
Report 

The Law and the Mentally Til 

Manpower, 10¢. 

Marital Counseling 

Pastoral Counseling 

Right to Treatment 

Strikes by Mental Hospital Employees 

Suicide Prevention 

Third Party Payments for Therapists 

Violence and the Mentally IIl 


uest from NAMH, 10 Columbus Circle, 
.Y. 10019) 


(Free on 
New York, 


New and revised pamphlets: 


Can Mental Illness be Prevented? Single copy free. 
$2.20 per C 

Clergy: Clergyman's Guide to Recognizing Seri- 
ous Mental Illness—Single copy free. 
$8.10 per C 
Ministering to Families of the Mentally 
Ill—Single copy free. $8.10 per C 
Pastoral Help in Serious Mental IlIness— 
Single copy free. $8.10 per C 
The Cl and Mental Health—Single 
copy free. $8.10 per C 


Facts About Mental Illness—Single copy free. 
$1.10 per C Pr 
Basic up-to-date statistics. 
Film Catalog (Selected Films for Mental Health 
Education)—free. 


Growin’ Up Ain't All That Easy—Single copy 


free. TOR Cc 
^ e need for services for mentally ill chil- 
Iren. 
Guide for establishing an Information Service— 
30¢ each 
How to Deal with Mental Problems—Sii 
free. $3.75 per C eMe er 
Do's and Don'ts for dealing with th ion- 
ally disturbed. s i mE 
How to Deal with Your Tensions—Singl 
free. $5 per C Vou ud 
= Eleven m to deal with tensions. 
Insurance in Modern Mental Health Care—sSi; 
copy free. $3.75 per C ingle 
The current thinking concerning insurance 
coverage for mental illness, 
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Mental Health Manpower Kit—$3.10 per kit. 
Contains the NAMH Statement on Man- 
power and 34 features mental health man- 
power programs covering examples of new 
careers, new sources of workers (among them 
the disadvantaged) and innovative uses of 
volunteers. Can be used as a resource in de- 
veloping new mental health manpower pro- 
grams for universities, junior colleges, hos- 
pitals, clinics, community mental health cen- 
ters, professional organizations and local men- 
tal health associations, 


Mental Illness: A Guide for the Family (revised 
edition)—1-24 copies 60¢ each; 25th copy and all 
additional copies—45¢ each 

Handbook for families of the mentally ill 

NAMH Publications Catalog—free. 


Joint Information Service Publications 


(Bulk orders available from Publications Depart- 
ment, American Psychiatric Association, 1700 18th 
St, N.W., Washington, D.C. 20009. Discount for 
bulk orders.) The Joint Information Service is spon- 
sored by the National Association for Mental Health 
and the American Psychiatric Association. 


Approaches to the Care of Long-Term Mental Pa- 
tients—$2.50 each. 

General Hospital Psychiatric Units: A National 
Survey—$1.50 each. 

Halfway Houses for the Mentally III—$6.00 each. 

Health Insurance for Mental Illness—$2.50 each. 

Partial Hospitalization for the Mentally Ill: A 
Study of Programs and Problems—(cloth) $6.00 
each. 4 or more copies $5.25 each. (paper) $4.00 
each. 4 or more copies $3.50 each. 

Private Psychiatric Hospitals: A National Survey 
—$1.50 each. 

Rehabilitating the Mentally Ill in the Commu- 
nity—$6.00 each 

The Community Mental Health Center: An 
Analysis of Existing Models—$3.00 each. 5 or more 
copies $2.50 each. 

The Community Mental Health Center: An In- 
terim Appraisal—(cloth) $6.50 each. 4 or more 
copies $5.25 each. (paper) $4.00 each. 4 or more 
pka 15» each. 

e Psychiatric Eme : A Study of Patterns 
of etos 1966—$2.50 o 5 or pen copies $2.00 
each. 

The Treatment of Alcoholism—$3.00 each. 

Legal Services and Community Mental Health 
Centers, Henry Weihofen, $2.00 each. 

The Staff of the Mental Health Center: A field 
study—$6.00 (hardcover), 4-9 copies $5.25, 10 or 
more copies $4.75. 

The Mentally Ill Offender: A Survey of Treat: 
ment Programs, Patricia K. Scheidemandel and 
Charles K. Kanno, $2.00 each. 


Reprints from MENTAL HYGIENE 
(Write NAMH, 10 Columbus Circle, New 
York, N.Y. 10019) 


Changing Concepts: Care and Caregivers; Mata- 
razzo, Albee, Arnhoff, Bettis; Vol. 52, No. 2, 1968. 
25e 

Cigar Box to Personality Box—art "therapy" in 
junior high school; DeLara; Vol. 52, No. 4, 1968. 
15e 

The Citizen and Mental Health (includes list be- 
low); Vol. 50, No. 4, 1966. 35e 


The Citizen and Research; Kenefick 

Citizens in Mental Health—What Are They 
For?; Ryan 

The State Hospital in the "Bold New Ap- 
roach" to Care of the Mentally Ill; Seale, 
ryer, Easterling 

The Clinic and the Community; Simmons 

A Look into the Future of Psychiatry; Kubie 


Developing an Inner City Mental Health Asso- 
ciation; Bower and Elam; Vol. 54, No. 2, 1970. 15¢ 

Law, Society and Mental Illness (includes list be- 
low); Vol. 54, No. 1, 1970. $1 


Community Mental Health and the Criminal 
jus System, Shah 

evelopment of Community Mental Health 
Programs in the Civil Area 
Titicut Follies revisited: A Long Ri Plan 
for the Mentally Disordered Offender in Mas- 
sachusetts, McGarry Y 
New York's Mental Hygiene Law—A Prelim- 
inary Evaluation, Zitrin, Herman and Kuma- 
saka 
Who is Competent to Make a Will?, Weihofen 
and Usdin 
A Radical View of Social Welfare and Mental 
Health, Ginsberg 


er and Training; Matarazzo and Cowne; 
:3, 1970. 25¢ 

A Mental Health Curriculum for the Lower 
Grades: Lombardo: Vol. 52, No. 4, 1968. 50¢ 

Mental Health Manpower (includes list below); 
Vol. 53, No. 2 1969. 25¢. 


Some Additional Perspectives on Mental Health 
Manpower; The Mental Health Manpower 
Dilemma; Bettis and Roberts 

Approaches to the Mental Health Manpower 
Problem. A Review of the Literature; Cowne 


- Man] 
Vol. 


The Psychiatric Patient and the State Vocational 
Rehabilitation Agency: A Nationwide Survey of 
State Agency Practices; Wolfe, Havens, Jenks; Vol. 
47, No. 4, 1963. 15¢ 

Research in Mental Health: Results Obtained and 
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Gerald L. Euster, D.S.W. 


Mental Health Workers: New Mental 
Hospital Personnel for the Seventies 


The author describes a program initiated in 1964 to train mental 


health workers who were college graduates. 


4 follow-up study begun 


in 1968 showed that the majority of the workers spent their time in 
actual delivery of direct services to patient groups and had administra- 


live responsibilities. 


They received high ratings from supervisors in 


these areas. Both graduates and supervisors felt that there were lacks in 
the workers’ ability to communicate with other disciplines and staff and 
in defining objectives and areas of service to patients. Graduates tended 
to estimate their own status slightly higher than did their supervisors. 


It has been more than ten years since Dr. 
George Albee completed his extensive anal- 
ysis of manpower trends in the mental 
health professions. Albee concluded, with 
some pessimism, that personnel would never 
be available if the population trend con- 
tinued without a marked increase in the re- 
cruitment and training of mental health 
manpower. He traced the manpower prob- 
lem to a deficiency in our general educa- 
tional system which failed to stimulate 


' enough young people into the helping pro- 


fessions. One solution that Albee saw was 
the possibility of creating new helping pro- 
fessions in mental health. 

Albee's conclusions had, of course, con- 
siderable influence upon the recommenda- 
tions of the Joint Commission on Mental 
Illness and Health in its 1961 final report, 
Which stated: 


Dr. Euster is currently Assistant Professor, Jane 
Addams Graduate School of Social Work, University 


, d Illinois, 1207 West Oregon Street, Urbana, Illinois 
1801. 
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... *nonmedical mental health workers 
with aptitude, sound training, practical 
experience, and demonstrable compe- 
tence should be permitted to do general, 
short-term psychotherapy — namely, 
treating persons by objective, Romn 
sive, nondirective techniques of listen- 
ing to their troubles and helping them 
resolve these troubles in an individually 
insightful and socially useful way.” ? 
In the same report it was also recom- 
mended that special techniques of social- 
ization, relearning, group living, and grad- 
ual rehabilitation be expanded and ex- 
tended not only for the chronically ill, but 
for the aged. 

This paper will be concerned with an ex- 
amination of one training effort designed 
following release of the Joint Commission 
Report. The Mental Health Worker Train- 
ing Program, created and carried out at 
Philadelphia State Hospital, was an at- 
tempt to help alleviate the manpower prob- 
lem and to strengthen the treatment and 
rehabilitation potential of state mental hos- 
pitals. The training program will be de- 
scribed and the utilization and effectiveness 
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of graduate mental health workers in prac- 
tice will be considered. 


Mental Health Worker Training at 
Philadelphia State Hospital 


In an effort to move toward treatment 
and rehabilitation services for the large 
numbers of patients who received barely 
adequate custodial care, and to recruit new 
personnel to carry out these services, the 
hospital applied to the National Institute 
of Mental Health for a grant to train col- 
lege graduates as mental health workers to 
carry out innovative social interaction 
treatment activities. It was hoped that such 
a corps of new professionals could be used 
to strengthen the heavily burdened state 
hospital system by injecting new vitality 
and ideas. The Director, Bureau of Mental 
Hospitals, Department of Public Welfare, 
approved the hospital’s plan to carry out 
this recruitment and training effort. In 
July, 1963, NIMH awarded the hospital a 
grant to train approximately thirty mental 
health workers in social interaction treat- 
ment techniques.* 

The decision to train these new mental 
health workers in social interaction treat- 
ment techniques grew out of the encourag- 
ing results already being obtained with this 
innovative treatment form at Philadelphia 
State Hospital. The experimental study, 
later published, provided scientific data to 


* Social Interaction Treatment, as developed at 
Philadelphia State Hospital, basically consists of the 
use of a therapeutic community for patients on 
chronic wards, as well as the introduction of highly 
structured ward and group activities and tasks to 
help reduce the characteristic isolation of chronically 
institutionalized patients. The patients, placed in 
treatment groups by staff, are helped to learn social 
and practical skills necessary for living outside the 
institution (good manners, getting along with others, 
grooming, home management, and constructive use 
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indicate how social interaction treatment 
was useful in reducing the isolation and de- 
pendency of chronically institutionalized 
patients and for increasing the community 
tenure of such patients through the use of 
democratic, humanistic, and interpersonal 
activities.9 

"The first training class began in January, 
1964, after a multidisciplinary training staff 
had been recruited and the training content 
determined. Six trainees were originally 
selected to test out the one year training 
program. In the following years the staff 
selected up to twelve trainees for each class. 

The Mental Health Worker Training 
Program was originally proposed to accom- 
plish the following goals: 


1. To orient college graduates who were 
novices in the mental health field to 
mental illness and the mental hospital 
as a social institution; 

2. To instill in the trainees humanitarian 
attitudes about mental illness and its 
treatment; 

3. To train these new workers in the skills 
necessary for social interaction treat- 
ment; and 

4. To prepare these new workers to deal 
effectively with traditional mental 
health disciplines in establishing new 
social interaction treatment programs 
on hospital wards.* 


From the beginning, training activities 
were centered around basic course content 


of leisure time). At the same time, within the 
various group processes, both staff and patients con- 
front individual patients with their inappropriate 
behavior and appearance as it is defined in the 
specific group situation. While groups are used to 
stimulate new forms of social interaction and a 
wider range of interpersonal relationships for pa- 
tients, they also serve to help patients handle 
stresses elicited by the new social demands. Group 
and staff pressure are used to gradually move chronic 
patients toward life in the real community. 
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Mental health workers 


and closely supervised practice experiences 
with patient groups. Courses included Per- 
sonality Theory, Abnormal Psychology, 
Group Dynamics, The Social Organization 
of the Mental Hospital, and Activity Skills. 
Content was aimed at helping trainees bet- 
ter understand the problems and needs of 
the mentally ill in state institutions, as well 
as the framework of traditional service that 
was being offered. Trainees were provided 
with knowledge of modern rehabilitation 
activities that incorporate social treatment 
concepts. Finally, the trainees were helped 
to understand and value the dynamics of 
groups as a potential vehicle for patient 
treatment and rehabilitation. In order to 
enhance learning about group process, the 
behavior of the training group and its mem- 
bers was examined within the group dy- 
namics course, 
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While training for group leadership was 
a primary task for the training staff, the 
trainees observed and received some prac- 
tice in developing structured social inter- 
action treatment ‘programs on wards. Unit 
clinical psychologists were initially asked to 
provide supervision and direction to trainees 
in setting up treatment programs, Their 
knowledge of hospital resources, staff, and 
the bureaucratic channels provided a qual- 
ity of reality and support that trainees 
needed in the actual ward setting. The ac- 
ceptance of psychologists by the traditional 
hospital staff members enabled the new 
mental health worker trainees to ease into 
the arena of actual program development. 
Eventually, as graduates moved into actual 
practice and demonstrated their potential 
they were used to supervise incoming 


The results suggest that graduate mental health workers have 
achieved a high degree of status in a relatively short period of 


time... 


a LA e a e e t a e e e n n a 


Practice experiences with patient groups 
were accompanied by peer group observa- 
tion of each trainee's leadership style and 
techniques. Peer group and staff supervi- 
Sion was offered immediately after observa- 
tion of each trainee. Group supervision 


. eventually evolved as the most useful train- 


ing device and it was not unusual for each 
trainee to request more than the allotted 
hour a week to be observed and supervised. 
Through the individualized feed-back ses- 
sions each trainee had the chance to learn 
and deepen skills in group leadership. Staff 
Supervision for each trainee shifted every 
few months so that trainees could benefit 
from the specialized backgrounds and 
knowledge of the multidisciplinary training 
team (a social worker, occupational thera- 


Pist, and psychologist). 
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trainees on the wards. The clinical psy- 
chologists remained and were used as addi- 


tional resources. 


Evaluation Methodology 


In 1968 this author conducted an exten- 
sive follow-up study to determine the nature 
and extent of the utilization of mental 
health workers practicing as social interac- 
tion therapists in Pennsylvania state mental 
hospitals. The study also was intended to 
assess the impact of these new personnel 
upon the hospitals where they were em- 
ployed. In the summer of 1968, twenty-two 
mental health worker graduates were so 
employed in the Pennsylvania system. 

In the first phase of the study, mental 
health workers, their supervisors, and hos- 
pital clinical directors and psychiatrists 
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were asked to complete mailed survey and 
evaluation questionnaires. 

Questionnaire I, Survey of Job Respon- 
sibilities of Mental Health Workers, was 
completed by all twenty-two practicing 
mental health workers. "They were asked to 
systematically and completely record their 
current work responsibilities, They also 
were asked to submit, if possible, program 
summaries and descriptions that detailed 
their actual practice activities. 

Questionnaire IL Report from Super- 
visors of Mental Health Workers, was com- 
pleted by all fourteen supervisors. Items 
were formulated so as to elicit attitudes 
from supervisors about the practice of men- 
tal health workers. They were asked to pro- 
vide illustrations of the successful and un- 
successful practice of mental health workers 
they supervised. 

Questionnaire III, Report by Clinical Di- 
rectors and Psychiatrists of Their Attitudes 
Toward the Utilization of Mental Health 
Workers, was returned completed by ten 
clinical directors or psychiatrists. Items 
were formulated to stimulate attitudes 
about the utilization and effectiveness of 
mental health workers. They were similarly 
asked to provide illustrations of the success- 
ful and unsuccessful practice of mental 
health workers. 

Accompanying all questionnaires was a 
rating instrument, designed to provide a 
picture of the relative status attained by 
mental health workers in the hospital sys- 
tem. Twenty-two mental health workers, 
fourteen supervisors, and six clinical direc- 
tors or psychiatrists completed ratings.* 

The second phase of the study consisted 
of field visits by the author to all hospitals 
employing graduate mental health workers. 


* The instrument was developed by Dr. Arnold 
Goldman, Jefferson Hospital Community Mental 
Health Center, Philadelphia, Pennsylvania, 
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During the visits it was possible to secure 
follow-up material on the returned ques- 
tionnaires, as well as to make observations 
of social interaction treatment programs 
established by graduates. During the field 
visits the study participants were also asked 
to complete an additional short question- 
naire which was developed for evaluating 
the practice skill of mental health workers. 
The Practice Skill Questionnaire provided 


State agencies must work with 
the civil service systems to de- 
velop clearer job descriptions, 
administrative sanctions, and 
more complete structures for 
training. / 


ce a a a 


an evaluation of um workers in three 
practice areas: (1) as group leaders; (2) as 
facilitators of the therapeutic community; 
and (3) in administrative work. Specific job 
responsibilities within each broad practice 
area were rated and scores computed. 

The study was, of course, based upon 
judgments and evaluations by psychiatrists, 
mental health worker supervisors, and men- 
tal health workers themselves. The data is 
subject to the bias of the respondents. The 
study was further limited by the fact that 
hospitals had limited exposure to the work 
of graduate mental health workers and did ; 
not have a well developed viewpoint about 
the deployment and practice of these new 
personnel. The inclusion of other hospital 
personnel in the study may have enriched | 
the data. 


Study Findings 


1. Job Responsibilities. Examination of 
data revealed that graduate mental health 
workers did, indeed, continue to carry out — 
work responsibilities around which their 
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Mental health workers s 


training was focused at Philadelphia State 
Hospital All twenty-two graduates con- 
tinued to provide direct leadership service 
to patient groups formed for resocialization 
purposes. Graduates tended to provide 
leadership in patient groups that helped pa- 
tients to deal with their concerns about 
living outside the hospital. Most graduates 
encouraged and planned with patients for 
community trips where they could visit 
recreational facilities, tour shopping areas, 
and eat in public restaurants. The vast ma- 
jority of graduates also helped patients to 
construct self-government organizations on 
chronic wards to enhance social participa- 
tion. Specific group activities that focused 
on interpersonal relationship skills, groom- 
ing, basic education, and creative arts were 
widely promoted by graduates. 

The role of the graduate mental health 
workers in the development of social inter- 
action treatment programs at the various 
hospitals was impressive, Twenty graduates 
(90%) performed administrative duties re- 
lated to formation of treatment programs, 
selection of patients for participation, and 
Subsequent planning and scheduling of 
activities for patients and groups. 

Most of the graduates indicated that their 
Work included individual counseling with 
patients, Supportive contacts, as well as 
Contacts to confront patients with their 


. maladaptive ward behayior, were reported. 


Employment information was frequently 
offered to patients. 

The majority of graduates also noted that 
they maintained progress records of patients 
Who had been screened and selected by staff 
lor participation in social interaction treat- 
Ment programs. Many prepared program 
Summaries and kept statistics of program 
Activities and attendance. Nearly all re- 
Ported participation at staff meetings to 
Screen potential patients, evaluate patient 
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progress, and to assist in disposition plan- 
ning. Several graduates supervised vol- 
unteer group leaders. Four graduates were 
involved as assistants on a hospital research 
team. 

Most significant, it seems, is the fact that 
sixty-eight percent of the graduates (N—22) 
indicated that direct leadership of patient 
groups was their most time consuming work 
at the hospitals. Twenty-five percent of the 
graduates felt that administrative work re- 
lated to program development, selection of 
patients, and activity coordination was the 
most time consuming aspect of their em- 
ployment. 

It can be concluded that graduate mental 
health workers tend to spend the majority 
of their time in the development and actual 
delivery of direct services to patient groups 
as opposed to time spent in activities in- 
directly related to patient care and treat- 
ment, They are remarkably patient-oriented. 

2. Practice Competence. Group leader- 
ship was evaluated through ratings of seven 
types of work. Therapeutic miliew practice 
was evaluated from ratings of eleven types 
of work responsibilities. Administrative 
skill was evaluated by ratings of ten types 
of work responsibilities. A four point rat- 
ing system was used.* 

Computation of the ratings showed a 
tendency by each group of raters (mental 
health workers, supervisors, and clinical di- 
rectors or psychiatrists), to evaluate gradu- 
ates higher for group leadership and skill 
in influencing the therapeutic milieu on 
wards as compared to competence in admin- 
istrative areas. Psychiatrists, clinical direc- 
tors, and supervisors gave the highest scores 
to graduates for their work in; a. Helping 
patients to participate in a variety of group 


A ——— 


* Copies of the instrument may be obtained from 
the author. 
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activities; b. Helping patients to de-empha- 
size the "sick-patient" role and to focus on 
preparation for effective community living; 
c. Helping provide patients with a useful 
pattern of reality by encouraging appropri- 
ate dress, grooming, manners, and other 
social skills; and d. Using group projects to 
improve patient morale and cooperation. 

Graduates felt that one of their particular 
strengths for group work was involvement 
in the screening and selection of patients for 
group activities and treatment programs. 
They considered their skill to rest in the 
ability to help patients gradually stop play- 
ing the game of "sick patient" and to more 
actively consider behaviors necessary for 
successful community tenure. 

Psychiatrists, clinical directors, and super- 
visors cited several illustrations of the im- 
pact of these new personnel in state hos- 
pitals. 


—They made dramatic changes in the 
morale and functioning of patients 
in the chronic building. 

—Patients working with mental health 
workers showed more initiative and 
self-respect. 

—The worker instills confidence in pa- 
tients for travelling to and from the 
hospital. 

—One patient about whom the rest of 
the staff was most skeptical, has, 
poet resocializaton, progressed 
from eing a very wea R erson to 
being a strong and good leader 
among patients preparing to leave 
the hospital. In the one year since 
the resocialization program has been 
operative, several patients who had 
initially appeared destined to die in 
this institution, have obtained jobs 
in the community. The majority of 
patients in the resocialization pro- 
gram have shown considerable pride 
in their appearance. 

—The mental health worker has im- 
proved patient government on the 
unit by dividing patients into smaller 
groups to enhance interaction and 
give more withdrawn patients greater 
chance to participate. 
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—The worker doesn't just run groups. 
He helps other departments to be in- 
volved in the social treatment pro- 

ram. 

—Mental heath workers have worked 
with aides so that they are showing 
more enthusiasm in working with pa- 
tients. The aides are less guarded 
and sitting around less. Mental health 
workers have a sense of coordination 
that inspires other staff. 

—tThe mental health workers have ex- 
plained and sold their program to 
department heads. They have edu- 
cated members of the hospital staff. 
They have worked with volunteers 
and utilized them in the program. 
They have been called upon to meet 
with community groups and explain 
the therapeutic design. They have 
utilized all the traditional hospital 
services and did it in a way that won 
friends for their program. 


Another picture of the practice com- 
petence of graduate mental health workers 
also was presented as the data was more 
carefully examined. Some of the work of 
graduates was viewed less positively by their 
Supervisors and medical staff. Both gave 
lower scores to graduates in the following 
work areas. 

a. Communicating and working effec- 

tively with other disciplines 

b. Providing staff with ongoing interpre- 

tation of activity with certain patients 

c. Defining objectives and areas of ser- 

vice to patients 

d. Keeping records of services to patients 

Interestingly enough, graduates also 
scored themselves lower in these work areas. 
Several felt that their training overlooked 
this aspect of practice. 

Psychiatrists, clinical directors, and men- 
tal health worker supervisors also provided 
some more specific illustrations of the un- 
successful practice of graduates. 


—The worker overestimates strengths 
and gains of patients . . . is not able 
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to determine when the patient is psy- 
chotic. She is too accepting of pa- 
tients and needs to be tougher—to 
demand more appropriate behavior. 
She is too family-like and needs to 
be more assertive in demanding be- 
havior change in patients. 

—The workers frequently overlook 
rather gross pathology and at times 
recommend. very disturbed patients 
for trial visits. 

—Graduates are too clannish. 

—Mental health workers seemed to 
have some difficulty in tolerating 
some of the ambiguity of the hospital 
and of mental illness itself. Because 
of this, they seemed to be quickly 
frustrated and upset. They somehow 
had the idea that they could create 
change immediately. 

—Jumped ahead of social service plan- 
ning on a patient who was committed 
by the court. 

—Sometimes made too specific plans 
for patients without considering the 
role of the social worker. 


3. Status of Mental Health Workers. It 
was felt by the author that it would be 
valuable for the study to determine more 
adequately the feelings of mental hospital 
Personnel toward graduate mental health 
Workers, as well as to gain some indication 
9f how graduates generally perceived them- 
selves as newer members of the treatment 
team in state hospitals. Psychiatrists, clin- 
ical directors, mental health worker super- 
and mental health workers, 
Completed ratings using an instrument de- 
veloped by the research staff of Philadelphia 
State Hospital. 

In order to complete the rating, each 
léspondent was asked to compare the im- 
Portance of various hospital jobs with sev- 
eral community jobs. It was possible to 
Convert the ratings into numerical scores. 
Twenty-two mental health workers, four- 
teen supervisors, and six clinical directors 
and psychiatrists completed these ratings. 


` Vol. 55, No. 3, July 1971 


289 


The results showed that all three groups 
of personnel rated the graduates as having 
achieved a similar general level of status in 
state hospitals. Graduates did, however, 
tend to estimate their own status slightly 
higher than did their supervisors or the psy- 
chiatrists. 

Mental health workers, as viewed by the 
three groups of raters, were placed at a 
level of status that closely approximated 
the status achievement of nurses and social 
workers. They were rated lower in status 
than the psychologist or psychiatrist. The 
results suggest that graduate mental health 
workers have achieved a high degree of 
status in a relatively short period of time 
and that they have made a strong impres- 
sion upon the six state hospitals where they 
have been employed since the training pro- 
gram’s inception in 1964. 


Summary 


Survey data and analysis indicate that 
graduates of the Mental Health Worker 
Training Program at Philadelphia State 
Hospital are prepared for primary job 
responsibilities in state mental hospitals 
related to working with chronically institu- 
tionalized patients through resocialization- 
type group activities. Mental health work- 
ers, after completing training, continue to 
provide leadership for patients in groups 
that focus on preparing patients for success- 
ful community living. 

The workers are asked to assume various 
administrative responsibilities for develop- 
ing and carrying out social interaction treat- 
ment programs in state hospitals. These 
structured treatment programs on hospital 
wards and buildings provide the basic 
framework for mental health workers to 
carry out their extensive group services. 
Evaluative data indicated that graduates 


were considered as having greater skills for 


290 


working with patient groups as compared 
to administrative skills. "There was some 
evidence that graduates needed more train- 
ing for the demanding job of developing 
collaborative staff relationships. 
The findings of the study provide general 
evidence that mental health workers have 
provided valuable treatment and rehabilita- 
tion services to chronically institutionalized 
patients. Graduates have had a significant 
impact upon the confidence and direction 
of traditional mental hospital personnel for 
the future treatment of chronic patients. 
While some “fences” have been built by and 
around mental health workers, change has 
occurred in those hospitals where they have 
been employed. In the process of encourag- 
ing change away from custodial treatment 
toward more humane treatment, mental 
health workers have attained a degree of 
status in state hospitals that closely ap- 
proximates that attained by nurses and so- 
cial workers, but which is lower than that 
attained by psychologists and psychiatrists. 


Implications of the Study 


The study has provided the training staff 
with a clearer picture of how the training 
program can be improved to better prepare 
mental health workers for the demands of 
mental hospital work. The study suggests 
several areas that could receive more em- 
phasis during the training year: 


—techniques for dealing with psycho- 
pathology in patient groups; 

— administrative theory for practice in 
large organizations; 

—more frequent opportunities for 
working collaboratively with other 
mental hospital personnel; 

—-sensitivity training to promote better 
staff relationships; an 

—peer group supervision of group 
work practice. 


Traditional mental hospital personnel 
must begin to assess their own functions in 
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light of the therapeutic and rehabilitative 
potential demonstrated by these new per- 
sonnel. They must seek a positive connec- 
tion to mental health workers, rather than 
withdraw from involvement with them. 
"They must be willing to teach and be taught 
in a mental hospital system that encourages 
increased staff interaction and exchange. 

While this study has served to point up 
the problems that new mental health work- 
ers have in collaborative practice, it is im- 
perative for traditional mental hospital 
personnel to examine their own behavior in 
the functioning of psychiatric teams. To 
deny responsibility in the problem of team 
functioning by projecting them onto new 
hospital personnel is denial of responsibility 
for developing patterns for effective col- 
laborative practice. 

A final implication of the study is the 
need for state hospitals and mental health 
agencies to insure recognition and support 
of graduate mental health workers and 
other non-professionals through creation of 
more substantial career opportunities and 
mobility lines. State agencies must work 
with civil service systems to develop clearer 
job descriptions, administrative sanctions, 
and more complete structures for training. 


REFERENCES 


1. Albee, G. W. Mental Health Manpower Trends, 
New York: Basic Books, 1959. 


2. Joint Commission on Mental Illness and Health, 
Action for Mental Health, New York: Basic Books, 
1961, p. x. 


3. Sanders, Richard, et al. Chronic Psychoses and 
Recovery: An Experiment in Socio-Environmental 
Treatment, San Francisco: Jossey-Bass, Inc., 1967. 


4. Sanders, Richard. Progress Report, Training 
Grant MH 8210, Training New Workers for Social 
Interaction "Therapy. Philadelphia State Hospital, 
1964. 


MENTAL HYGIENE 


d 


Don C. Marler, M.S.W. 


The Nonprofessionalization 
of the War on Mental Illness 


The overuse of mental health workers is criticized. The author argues 
that. professionals should not abdicate their responsibility for direct 
treatment. He believes that more resources for professional training 
should be made available rather than the cheaper, quicker methods used 


to recruit and train nonprofessionals. 


In the past century, we have seen a shift 
from efforts at containment of mental ill- 
hess to a limited war on it. The war has 
never been full-scale but has consisted 
Mostly of sporadic undermanned ground 
action. In the last five years, we have seen 
the rapid widespread advocacy of nonpro- 
fessional mental health workers (individuals 
with college training at less than profes- 
sional levels) to carry on the war. Social 
Work is perhaps the leading profession pro- 
Moting the use of the mental health worker. 
The professions now seem to be advocating 
overuse of these workers. It is to this over- 
use that the author herein reacts as a mental 


_ health professional. With historical dis- 


tance providing the perspective, perhaps we 
‘an now look at the implications of this 
development. 

The arguments made for use of mental 
health workers include: (1) professionals 


b 
have not conquered mental illness; there- 


fore, we ought to let nonprofessionals have 
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a try at it; (2) professional training is a 
hindrance in relating to mentally ill peo- 
ple (or a different version of the same 
theme is that professionals are too idealistic 
or too middle-class in orientation to help 
the mentally ill); (3) there are not enough 
professionals to do the job at hand; (4) non- 
professional mental health workers cost 
less; (5) and furthermore, we professionals 
should not be so possessive, exclusive and 
traditional. 

Each of these arguments is either fallaci- 
ous, illogical or injurious. Some of them, of 
course, possess some truth. When they are 
applied to research and treatment of cancer, 
for example, (which, like mental illness, has 
not been cured) their fragility is revealed. 
No one argues that nonprofessional persons 
can be more successful in treating other 
major human conditions. No one argues 
that advanced knowledge is a hindrance in 
treatment of cancer. However, the purpose 
of this piece is not to argue against the use 
of nonprofessional mental health workers 
in any measure but to react to the overuse 
of these persons. 

Initially, there were efforts to define spe- 
cific tasks for the mental health worker 
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which were to be performed under close 
supervision of a professional. The pendu- 
lum is swinging away from this concept and 
toward the idea that the mental health 
worker should be a generalist, performing a 
variety of roles ranging from minor tasks 
to major treatment roles. The apex of this 
trend was reached in a statement by Dr. 
Harold McPheeter to the Texas Association 
for Mental Health.* The essence of his 


Could it be that we see no solu- 
tion, no victory, and, therefore 
seek to save face by turning over 
the action fo nonprofessional 
mental health workers? 


statement was that in the past, professionals 
have been the warp or backbone of the men- 
tal health field, and the mental health 
worker the weave or coloring in the fabric. 
He advocates a reversal of the pattern, with 
the mental health worker becoming the 
backbone of the mental health field and the 
professional the coloring in the background. 
What are the implications of the overuse of 
nonprofessional mental health workers for 
the professions, the nonprofessional worker, 
the patient, and the mental health field? 


Implications For The Professions 


No doubt professional status is enhanced 
by having subordinates who can assume re- 
sponsibility for direct treatment; especially 
in an era when the emphasis is away from 
direct one-to-one, or face-to-face treatment, 
toward treatment of large population groups 
with impersonal methods. 

If the nonprofessional worker's role is 
limited to those tasks not requiring profes- 


*In a speech by Dr. Harold McPheeter, Director 
Mental Health Training, Southern Regional Educa- 
tion Board. 
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sional training, the professionals can be free 
to reset priorities on the type of patient they 
can best treat. Making the nonprofessional 
worker the backbone of the mental health 
field, however, will allow the professional to 
withdraw from direct contact with patient 
treatment. This development is viewed 
with alarm by those who believe benefit ac- 
crues to the patient from treatment based 
on knowledge. 

Professional schools, with all their limita- 
tions, do serve to weed out many of those 
individuals who by lack of intellectual or 
emotional capacity are unsuited to treat 
mentally ill patients. Nonprofessional men- 
tal health workers with similar lacks are 
sometimes weeded out in clinical settings 
after much exposure to unsuspecting pa- 
tients. 


Implications For the Mental 
Health Worker 


The mental health worker is often 
frightened by the enormous task assigned 
him. He is in a double-bind situation. If 
his role is restricted to specific and limited 
tasks, he may feel stifled, he may chafe at 
the low status and secondary role he has; 
but if given permission to move into the 
full range of activities of the mental health 
field (which he knows at some level he is 
not prepared for) then he becomes anxious 
and frightened. 

The author was unable to locate data 
comparing the quality or quantity of pro- 
duction of mental health workers and that 
of professionals. Impression gained from 
experience is that when the mental health 
worker is in a limited, clearly defined role 
his production can be quite high in quan- 
tity and quality but that as the role becomes 
more complicated, both quantity and qual- 
ity drop radically and the use of supervisory 
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and consultant time increases. Another im- 
presion is that if the ratio of mental 
health workers to the number of profes- 
sionals is low, better use of the mental 
health worker's time is made. These im- 
pressions need empirical study which is 
beyond the scope of this paper. It may well 
be that considering administrative costs, 
space costs, supervisory time and quality 
and quantity of care, the mental health 
worker serving primarily as therapist or in- 
take worker or in other highly complicated 
tasks is more expensive than a profession- 
ally trained worker. On the other hand, the 
well-placed mental health worker may be 
less expensive than the professional. 

Many nonprofessional mental health 
workers come to see the need for profes- 
sional training but it is often denied them 
because of lack of resources. Professional 
schools would have little problem with re- 
cruitment if financial resources were avail- 
able, 


provide enough support to enable him to 
project an image of professional competence 
when the chips are down. His thin knowl- 
edge base and lack of supervised training 
frequently prevent the nonprofessional 
mental health worker from making maxi- 
mum use of consultation. The patient may 
perceive this lack and may be further 
frightened. 

When the client is the community and 
the institutions within it, the question re- 
mains one of what is needed to meet the 
situation. The public schools, for example, 
may need professional consultation or may 
look closely at the quality of care given the 
students they refer. The demand from com- 
munity institutions is for competent profes- 
sional mental health care. Personnel in 
community institutions are not favorably 
impressed by mental health workers who 
may know less than they do about mental 
health problems. The general public knows 
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Professional schools would have little problem with recruit- 
ment if financial resources were available. 
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Implications For The Patient 


Although it is sometimes true that pa- 

» tients have difficulty getting to the source 
of mental health care and can use the ser- 
Vices of an advocate or mental health worker 
in Securing the needed care, it is equally 
true that patients coming to mental health 
care are much impressed by their first con- 

| ‘act with the helping person. Many patients 
are frightened about what is happening to 
them and desperately need to feel they are 
being treated by a professionally competent 
Person. The mental health worker's access 
to a professional consultant often does not 
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in a broad way when quality care is pro- 
vided and respects and uses it. 


Implications For the Mental Health Field 


It is common knowledge now that more 
people suffer from mental and emotional 
disturbances than from any other category 
of illness: more than heart disease, cancer, 
arthritis or diabetes. Although progress has 
been made in treatment of all these dis- 
eases, no sure cure is available. Yet, no one 
is suggesting that we should spend less 
money on research and treatment efforts or 
that nonprofessionals would do a better 
job in treating these human problems. No 
one is advocating hiring aides to treat and 
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research cancer or heart disease. The best 
minds are engaged in the task. No one 
blames the professional for his failure to 
cure diabetes, The professional does not 
blame himself for not curing arthritis. Men- 
tal health professionals alone look away 
from solid achievements in the field and 
blame themselves for lack of a cure. 
Adequate financial resources have not 
been made available to combat this gigantic 
problem. Part of the reason for this lack of 
support is undoubtedly public apathy, but 
part is the lack of aggressive leadership from 
the professionals. Mental health profes- 
sionals themselves seem reluctant to seek 
commitment of adequate financial and man- 
power resources. Adequate professional 
manpower can be made available if we are 
wiling to commit needed financial re- 
sources to the task at hand. We can hardly 
expect society, legislators and policy makers 
to commit the resources necessary to buy 
professional manpower if professionals are 
removing themselves from the direct de- 
livery of services. These public bodies are 
not likely to support nonprofessional work- 
ers in their attempt at solving a problem 
the professionals say they could not solve 
themselves. How long will public support 
for Office of Economic Opportunity pro- 
grams (which until recently were almost 
entirely run by nonprofessionals) last? The 
manpower need of the mental health field is 
not only for quantity but for quality. 
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One could reasonably predict that the 
battle against mental illness will intensify 
as all situations causing stress to mankind 
increase. There is evidence that mental 
health problems are even now compound- 
ing. Who can deny that higher levels of 
professional competence are needed to cope 
with mental problems of this space age? 
Perhaps the next fifty years will be crucial 
in the adjustment and survival of man. 
All available professional help will be 
needed to help us adjust to the rapid and 
shocking developments to come. The pro- 
fessions are perhaps at the threshold of 
their greatest opportunity for progress in 
treatment and prevention of mental illness. 

Why then are mental health professionals 
withdrawing from the battle front? Why 
are we removing ourselves from direct con- 
tact with mentally and emotionally dis- 
turbed patients? Why are we reluctant to 
opt for high quality and quantity man- 
power? Could it be that we see no solution, 
no victory, and, therefore, seek to save face 
by turning over the action to nonprofes- 
sional mental health workers? This “non- 
professionalization" of the war on mental 
illness may save money in the short run and 
it may make escape possible for the profes- 
sionals but will it win the war? Obviously 
not. Can the war be won at all? No one 
knows, however, it is unlikely to be won 
without maximum commitment and effort. 
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Neil F. Bracht, M.A., M.P.H. 


Meeting Social Work's Challenge in 


Community Mental Health 


The increasing number of community mental health centers emerg- 
ing throughout the country offers a challenge to social work education 
to help students acquire the skills to meet the multiple demands made 
upon them in these settings. Can this challenge be met by graduate 
schools today? The National Institute of Mental Health funded a 
training grant to Michigan State University to set up an experimental 
unit which might serve as a pilot study to answer this question. Such 
a unit is in the third year of operation at the Tri-County Mental Health 
Board, Lansing, Michigan. Ongoing evaluation indicates that social 
work students can acquire beginning competency in the skills needed in 
Such settings, provided that non-traditional educational opportunities 
are offered. Numerous aspects of the experiences provided in this ex- 


perimental unit are discussed. 


The National Institute of Mental Health 
awarded a training grant (411699-0) to the 
School of Social Work at Michigan State 
University in 1968 which had as its original 
objectives to train students to meet the new 
demands of community mental health prac- 
tice and to gain the professional skills re- 
quired for competent staffing. The tech- 
niques to be used were: 

(1) An increased use of consultation and 
public educational services which go beyond 
the one-to-one level of intervention; 

(2) A more rapid application of public 
health and epidemiological methods to the 


Mrs. Evans is an Assistant Professor and Field In- 
Structor in the School of Social Work, Michigan 
State University, East Lansing, Mich. 48823. Mr. 
Bracht is Director of Social Work at the Child De- 
Velopment and Mental Retardation Center, Clinical 

taining Unit, University of Washington, Seattle, 
Washington, 
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casework approach, and the reaching out to 
high risk populations; 

(3) A greater understanding of the dy- 
namics of co-ordinated health systems and 
the best methods for the delivery of social 
work services within these integrated ser- 
vices; 

(4) Renewed application and experience 
in assesing a community's demographic, 
economic, educational, and cultural char- 
acteristics, as they relate to mental health. 

(5) An increased emphasis on the use and 
development of community based resources 
such as homecare, foster home placements, 
half-way facilities, night and day hospitals, 
etc. 

(6) Improved collaboration and utiliza- 
tion of sub-professionals within the mental 
health field. 
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The key word in the planning and imple- 
mentation of this experimental unit was 
flexibility. 

A. field instructor with experience as a 
practitioner in the community who also had 
a keen interest in experimenting in commu- 
nity mental health was selected. The agency 
chosen was an all-purpose mental health 
clinic which had been set up about a year 
previously as a demonstration community 
mental health agency. The clinic had a 
small, young and energetic staff of all disci- 

plines. All types of cases were seen there 
and there was a strong emphasis on crisis 
intervention, The full cooperation and 
leadership of the psychiatrist-director of the 
Tri-County Mental Health Board, Jose 
Llinas, who had a total commitment to both 
the community mental health concept and 

to the use of social workers in all phases of 
community mental health, was given. 

Experience has shown that the educa- 
tional results have been most rewarding to 
both the field instructor and to the students 
when students have been carefully screened. 
On the occasions when students who were 
not motivated for this kind of an experience 
were placed in the unit, the results have 
been disappointing for all concerned. 
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a marathon-like continuous supervision re- 
sulted. 

Another use of group process was that of 
weekly seminars. These were led often by 
the psychiatrist-director of the mental 
health board and the psychiatrist-director of 
the clinic and the field instructor. Other 
seminars were led by experts in various 
fields. Students themselves assumed the re- 
sponsibility of conducting seminars in 
special areas of interest as the year pro- 
gressed. 

The students were given the opportunity 
to be in a group themselves along with the 
field instructor. The purpose of this group 
was designed to help them grow profession- 
ally and personally as well as to gain expe- 
rience in how a group functions. This was 
deemed one of the most important aspects 
of the training by students themselves. Evi- 
dence of the meaningfulness of this is that 
their final decision was to have a group 
marathon among themselves to work 
through separation anxieties surrounding 
graduation. 

Most students had the opportunity of be- 
ing a co-therapist in a time-limited group. 
All have indicated an interest in furthering 


... Students played a strong role in directing the unit in a demo- 


cratic fashion. 


Emphasis on *Group" 

"The concept of "group" was emphasized 
in various ways throughout the period stu- 
dents were in the unit. Intensive group 
supervision was used. At first students were 
most apprehensive about this, but by the 
end of the first quarter it was the preferred 
method of supervision although the field in- 
structor was always on hand for individual 
consultation. At first weekly group sessions 
were arranged, but at a later date the field 
instructor moved into the student room and 


their group work skills in some way follow- 
ing graduation. 


Community Aspects of the Experience 


The clinic, however, was seen merely as 
the home base for the unit. Students were 
based there for one and one-half days a 
week; one-half day a week they were out in 
the community working as consultants as 
well as in other capacities. Outside place- 
ments included Operation Head Start, 
O.E.O. Community Action Programs, the 
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Social work students in community mental health 


probate court, a medical hospital, a child 
guidance clinic, and the Welfare Rights 
Organization. 

Field trips of an all-day nature to visit 
other innovative programs were developed. 
Emphasis was placed upon agencies which 
used and trained para-professionals. These 
proved to be very stimulating to the pupils. 


Other Aspects 


Studenis picked up cases off intake and 
followed through on them without excep- 
tion, with the help of supervision and psy- 
chiatric consultation. Each student was 
graduated with the experience of working 
with suicides, psychotics, neurotics, those 
having marital problems, and childhood 
behavior problems. All students had expe- 
rience working with poverty families, with 
special training in reaching out techniques 
to this group. 

The educative aspects of community men- 
tal health were also developed. Graduate 
students gave seminars in community men- 
tal health to first year graduate students, 
addressed undergraduate social work classes 
on the subject, and led various group dis- 
cussions for mothers of organically brain- 
damaged children. Perhaps their most val- 
uable learning experience was to supervise 
Undergraduate students who were in field 
practice to learn to be case aids in a com- 


' munity mental health setting. 


Partly because the training unit was in- 
Novative and partly because of the basic 
Philosophy involved, students played a 
Strong role in directing the unit in a demo- 
cratic fashion. 

Students evaluated their field experience 
€ach term and suggestions made were tried 
in following terms. This applied to the un- 
dergraduate students as well as the graduate 
Students, 

At the end of two years of operation eight 
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students from the unit have received their 
M.S.W., one student is still in graduate 
school, and an additional eight students 
have received their B.A. degrees in social 
work. Of these, five who received their 
master’s are working in innovative commu- 
nity mental health centers, one M.S.W. is 
helping to set up a community mental 
health program in a foreign country, an- 
other is working in a social agency helping 
to train para-professionals, and another is 
entering the armed services. Of those with 
B.A. degrees, one is in graduate school, two 
are working as case aids in community men- 
tal health, and two are still in college. 


Conclusion 


Social work education can meet the chal- 
lenges put forth by the community mental 
health movement in a period of social 
change. 

Several ingredients appear to be essential 
in reaching this goal, however. They are 
(1) a willingness on the part of the school, 
and particularly a field instructor to operate 
in a non-traditional manner. (2) the avail- 
ability of a full-time paid faculty field in- 
structor who has the time and energy to 
meet the extensive needs of students who 
are placed in this challenging and stressful 
position; (3) the selection of students who 
are motivated for such a placement, who 
have flexibility and openness to learning 
combined with a capacity to tolerate stress 
and frustration, (4) the help, cooperation 
and support of an agency which itself has 
a commitment to community mental health 
principles and which is flexible enough to 
allow creativity on the part of the field 
instructor and the budding professionals, 
and (5) the making available of special en- 
richment opportunities such as a library of 
books and tapes, group experiences, films 
and speakers who are expert in their 


specialty. 


Thomas L. Woods, M.A. 


A Professional's Nonprofessional 
Experience: Suggestions for Supervisors 


The author discusses his experiences as a nonprofessional worker in 
light of his reactions to his supervisor. He believes that effective super- 
vision of the nonprofessional should be nondidactic and expressed. in 
terms of experience. Supervisors should be particularly supportive dur- 
ing the beginning phases of the work and should tolerate nontraditional 
techniques and approaches. The supervisor must also relate the par- 
allels between the supervisory relationship and the treatment relation- 


ship. 


Several articles appear in the literature 
regarding the use of nonprofessionals as 
mental health workers. Some are concerned 
with effectiveness, function and role. Many 
discuss training issues. While much has 
been written and said about the nonprofes- 
sional, little has been written or said by the 
nonprofessional. This is for understandable 
reasons such as their lack of conceptual 
sophistication and limited experience for 
comparison. The author was privileged to 
have had a preprofessional experience which 
forms the basis of this paper. It appeared 
that discussing such an experience from the 
perspective of graduate training and sea- 
soning, might provide new insights and ap- 
proaches for work with nonprofessionals. 
Special emphasis will be on the author's 
retrospective view of his own experience as 
a supervise. Strategies and suggestions will 
be derived from this experience that super- 
visors of nonprofessionals can utilize. 


Mr. Woods is Administrative Staff Coordinator for 
the University of Chicago Department of Child Psy- 
chiatry, 950 East 59th Street, Chicago, Ill. 60637. 
The author wishes to express his appreciation to 
Mr. Emanual Hallowitz, University of Chicago, for 
his constructive comments on this paper. 
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During the author’s second year of ser- 
vice as a VISTA volunteer in New Haven, 
Connecticut, six male preadolescents (ages | 
12-13) were seen twice weekly for activity 
group therapy. All of the children had 
school adjustment problems ranging in de- 
gree from serious to relatively minor. Sev- 
eral were known to juvenile court author- | 
ities for various delinquent acts. According 
to school and probation officers, one mem- 
ber needed residential treatment. A clinical 
psychologist * who consulted at the school 
where the author was assigned, suggested 
the group as treatment for the boys and as 
a demonstration of the effects a nonprofes- 
sional could have on this type of problem. ; 
The psychologist acted as supervisor. 

The group met for eight months and | 
terminated when the author left for grad- | 
uate school. All of the members showed 
various improvements in schoo] adjustment, 
and some showed personality growth. The 
most dramatic change occurred in the most 
disturbed child. At home and at school he 


* Dennis L. Cherlin, Ph.D., now deceased, was staff 
member of the Psycho-Educational Clinic, Yale 
University, at the time of this project. 
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was reported less defiant, hostile, and de- 
structive. "Teachers of the other members 
reported improvements in their perform- 
ance and effort, as well as increased frustra- 
tion tolerance. 

The group's format included activity and 
discussion periods. Meetings were generally 
very informal. Members sat on desks, chairs, 
etc, in a school classroom. When not talk- 
ing about club matters, time was spent 
“shooting the bull.” The group ran with- 
out any formal authority structure or 
elected officials. However, informal author- 
ity roles existed which were based on the 
members’ relations to each other before the 
group began. The author's role was both 
participant and observer. 

Before the group began, the author's 
goals were vague and somewhat contradic- 
tory. Having had no previous experience 
in group work, the main mechanism for 
behavior and attitude change, was seen as 
resulting from “group pressure” and “good 
examples.” Despite the author's lack of 
sophistication, early supervision was not 
didactic or formalized. The supervisor sug- 
gested the group might have some positive 
effects on the members’ school adjustment, 
and help change the most delinquent boy. 
The author was allowed to plan the group 
format, ie, member selection, organize 


activities, and define goals, as he saw fit, but , 


was forced to structure his ideas when a 
written proposal was required by the super- 


Allowing the non, 
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more easily when the reality issues were 
presented, in contrast to accepting the pro- 
fessional’s demands at face value. Even 
before the group began, the supervisor pre- 
sented himself in a reliable, punctual, re- 
spectful, and supportive manner. As a con- 
sequence of these qualities, the author 
developed what could be called “faith” in 
his supervisor. Much of the rapport de- 
veloped was also a result of the supervisor's 
confidence in the author's abilities and po- 
tentials, While not unrealistic, the super- 
visor expressed optimism as to the author's 
judgment and intuition, and at the same 
time allowed for mistakes due to his lack 
of experience and training. In this respect, 
the author's life experiences were viewed as 
relevant and significant in developing a 
basic structure for work with the group. 
The supervisor showed no inclination to 
indoctrinate the author in the institution- 
alized mores of his respective profession. 
His major interest was in providing a posi- 
tive group experience for the boys and in 
training the author to function adequately. 

While the thought of working with a 
group was narcissistically inviting, it also 
stimulated fear and anxiety. The author 
felt the greatest amount of tension when the 
group actually started. The first few meet- 
ings were chaotic. The group's failure to 
function as expected made the author feel 
like a failure. In supervision these anxi- 
eties were relieved by pointing out the uni- 


professional to flounder is offen difficult for 


many supervisors. 


visor to finance the group activities. In this 
Way, the author's desire for autonomy Was 
guided by the supervisor's realistic demand 
lor a program outline. The supervisor's 
authority and suggestions were accepted 
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versal aspects of such difficulties in begin- 
ning groups. Likewise, the supervisor 
helped the author clarify what responsibil- 
ities he realistically held. From the onset of 
supervision, the author was approached 
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with acceptance and in a nonjudgmental 
fashion. Equally important, as far as the 
motivation for the author to continue with 
the group, was the supervisor's support and 
praise of the positive, or even potentially 
positive aspects which were demonstrated. 
For example, in the beginning meeting, the 
author responded intuitively to the group's 
anxiety by suggesting activities himself 
rather than waiting for the members to 
decide on their own. The author's response 
to the group's needs for structure was not 
left without comment by the supervisor. 
Instead, the intervention and rationale for 
intervention were discussed as to make such 
automatic reactions conscious to the au- 
thor's observing ego. 

As a result of the initial chaotic sessions, 
the author requested more structure. In 
response, the supervisor provided a brief 
framework that outlined the essential char- 
acteristics of the next stage in the group. 
This was repeated at different stages of the 
group where appropriate, for example, with 
'separations, crises, and termination. An 
example of the framework was the notion 
that the group would begin to form its own 
norms as the initial testing and disorder sub- 
sided. Such an outline served several func- 
tions for the author. First, it provided some 
guidelines to be cognizant of and to operate 
from. Secondly, it reduced anxiety and in- 
creased confidence in handling the group. 
Third, as predictions came true, trust and 
acceptance of the supervisor's knowledge in- 
creased. It must be pointed out that no 
attempt was made by the supervisor to 
specify definitively techniques or interven- 
tions. However, a few appropriate pos- 
sibilities were presented and the author was 
left to make autonomous decisions. Allow- 
ing the nonprofessional to flounder is often 
difficult for many supervisors. In the au- 
thor's experience, one of his serious mis- 
takes was made when an important member 
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was scapegoated out of the group. In retro- 
spect, this might have been stopped had the 
author more skill and experience to inter- 
vene appropriately. What is important, is 
that while the supervisor felt this was an 
unfortunate incident, he did not belabor 
the situation. He recognized that the au- 
thor's anxieties and limitations were such 
that the incident could not have been 
helped or changed. Several other examples 
could be reported that point toward the 
tolerant attitude needed in dealing with the 
untrained worker. 

This is not to imply any “soft pedaling” 
of the mistakes, but does emphasize the 
supervisor's need to gauge what the trainee 
“can take” and when he “can take it.” 

Besides needing to accept the nonprofes- 
sional’s faults, the supervisor may find 
difficulty in tolerating the nonprofessional's 
success. In the author's experience, the 
group became more cohesive and stable after 
the initial phase. Norms developed, mem- 
bers were more goal oriented, and frustra- 
tion tolerance increased. During this time 
of relative success, the supervisor reacted 
maturely. He was not threatened by the 
achievement, and continued to be suppor- 
tive, encouraging, and enthusiastic with the 
author's progress. Let it be understood that 
the supervisor was not limited to giving 
praise. He was equally able to criticize and 
did, but the criticism was realistic and con- 
structive and not used defensively or to keep 
the author “in his place.” It would seem 
that some professionals might find it dif- 
ficult to generally accept the success of an 
untrained worker, especially the least com- 
petent ones. 

In general, the author appreciated the 
brevity of the supervisor's opinions and the 
lack of a moralistic, lecturing tone. When 
clinical examples were presented to support 
an idea, they were vivid, lively, and en- 
ergetic. Many clinical examples were pre- 
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sented in which the supervisor portrayed 
himself in the same situation as the trainee. 
In these examples, the supervisor was able 
to reveal the same or similar anxieties, fears, 
or dilemmas the author experienced. The 
supervisor's self-exposure allowed the au- 
thor to feel that he was not alone in several 
of the crisis situations he faced. Using this 
approach, an atmosphere of sharing and 
, nonthreatening discussion was developed. 
While similar to the professional super- 
visory relationship, it was distinct to the 
author by the amount of activity, openness, 
and spontaneity of the supervisor. While 
the supervisor was relaxed with the author, 
he did not indulge in overwhelming or un- 
familiar theoretical discussions using jargon 
and professional terminology. At the same 
time the nonprofessional was not given the 
impression that he was an equal in terms of 
professional knowledge. 'The author was 
given credit for his knowledge and under- 
standing, but it was not viewed unreal- 
istically. He was told in so many words, 
"You know some things, but you don't 
know everything." 

Communication is critical in working 
with a nonprofessional The supervisor 
must always be aware that he must com- 
municate in an understandable way and be 
Sensitive when information is unclear. In 
the author's experience, the supervisor per- 

_ Ceptively “picked up" the author's covert 
(or overt) signals when communication was 
blocked or not understandable. The author 
found the supervisor’s sensitivity useful as a 
Model for his own practice. The super- 

| Visor's other characteristics, ie, support, 
ability for self-scrutiny, self-exposure, etc., 
formed other models for the author's be- 
havior. From the supervisor's demonstrated 
behavior towards the author, the author 
learned how to behave with his group. This 
May sound like a simple identification 
Process with a role model, but was much 
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more, in that the relationship was used con- 
sciously to teach methods, In retrospect, 
this approach could be called, “parallel 
training.” In this method, several of the 
attitudes, reactions and techniques used by 
the supervisor in handling or dealing with 
the author, were pointed out by the super- 
visor as techniques to be applied in direct 
practice with the group. As such, the teach- 
ing of basic concepts, attitudes, and tech- 
niques originated from the interchange in 
the supervisor-supervisee relationship. In 
this method the parallels between the super- 
visory relationship and the worker's rela- 
tionship to his clients were made explicit 
and conscious to the worker. 

An example of this approach will be help- 
ful in showing how the concept of counter- 
transference was introduced. The author 
was acting out some negative reactions 
towards the group after one member was 
scapegoated out of the club. While the au- 
thor was upset about losing the member, he 
was not conscious of his hostile actions to- 
wards the remaining members, In supervi- 
sion the author was asked to report as 
usual the process of the session. A com- 
parison was made by the supervisor of the 
author's behavior before the incident, and 
after it. The author was then gently asked 
why his behavior seemed different from past 
sessions. This clarification prepared the au- 
thor for a later interpretation of the anger 
generated by the member's loss. The ap- 
proach used by the supervisor (to free the 
author of his negative reactions) was dis- 
cussed as a method of handling group mem- 
bers when they were upset or angry at each 
other. From this, the author learned to 
explore with the group and to allow mem- 
bers to reveal themselves rather than becom- 
ing critical and impatient with certain 
behavior. Then the author would clarify 
the group’s difficulty while tolerating re- 
sistance without counterattacking. It is the 
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author's opinion that such a method was 
learned more thoroughly and integrated 
more readily than could be done through 
intellectual or conceptual methods. 

To conclude this paper, a few summary 
and suggested ideas will be presented. The 
following are not meant to be complete in 
any way. They only follow from the au- 
thor's personal experience and are limited 
for that reason. On the other hand, they 
may be beneficial for the professional to 
ponder before he ventures into the area of 
nonprofessional training and supervision. 

First, the author feels strongly that super- 
vision with nonprofessionals should be non- 
didactic, experiential, and genuine. The 
author found conceptual principles of no 
use unless they were couched in terms of 
experience, Theories that have not met this 
test were not only irrelevant but useless in 
the actual practice situation, They could 
not be related to the author's limited expe- 
rience, and would have probably caused 
more stress than success. Rather than using 
concepts which are understandable to the 
professional, it is suggested that the work- 
er’s beginning framework be derived or 
based upon a “living text.” That is to say, 
beginning concepts should evolve from the 
worker’s own previous experiences, Related 
to this are the supervisor’s experiences 
which have more clinical aspects to support 
and modify the beginner’s theories. When 
the supervisor can relate his rich pool of 
examples to the worker's problems and 
questions, this helps to support his under- 
standing of the group and/or individual 
dynamics and needs. In the author's expe- 
rience, more traditional Concepts became 
useful after a base of experience in clinical 
practice existed. 


nonprofessionals be especially suppo 
during the initial phases of their beginn 
work. The common increase of anxiety 
a result of a new position or responsib; 
is accentuated for the nonprofessional Je- 
cause of his lack of knowledge and ex; 

rience. While support must be given more 
freely and frequently than common with 
the average professional, it must be genuine 
and without patronage. The nonprofes 
sional must be allowed autonomy. When 
limits are made, however, they should be 
couched in terms of reality factors and not 
by the professional's authority per se. In 
this way the worker is not forced into a sub- 
ordinate position which often leads to de- 


visory relationship and the treatment re a 
tionship. Elements of role models should” 
be made explicit to the nonprofessional as 
a tool for learning methods. i 
Fourth, nontraditional techniques and 
approaches must be tolerated and praised 
for their creativity and innovation. The 
nonprofessional’s attempt at mastery should 
be assessed as to its usefulness in regard to 
the goal of treatment and not because it 
agrees or disagrees with our traditional ap- 
proaches. H 
Lastly, crises, whether natural or ac- 
cidental in the treatment process, should be 
empathized with, and additionally seen âs 
points for teaching or clarification. The 
trained worker should be helped to see ti 
value in an analysis of his weakness 
failure. If the supervisory relationship. 
positive, difficulties can become challenges. 
rather than traumas. 
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Robert J. Sokol, M.D. 
Martin Reiser, Ed.D. 


*Primary prevention encompasses ac- 
tions that maximize social forces in the 
community which tend to encourage the 
full development of the human being 
as a rational, creative and self-actualiz- 
ing organism." 1 
It is estimated that in a so-called normal 
population, about 23 percent of the people 
have emotional conflicts which are severely 
limiting It seems predictable then, that 
policemen who work under unusual stresses 
and demands would be at least as prone to 
encountering emotional conflicts as those in 
less stressful occupational groups. The 
complex nature of the policeman role in- 
1 duding instantaneous decision-making in 
ambiguous and life-and-death situations 
Tequires clear perceptions, emotional stabil- 
ity and level-headed judgments. Serious 
emotional upset could not only impair the 
individual policeman's level of functioning 
and safety, but also could negatively affect 
' the image of the entire Department. For 
these reasons, it seems desirable to broaden 


MEER. 7 00 0o 
Dr. Sokol is senior psychiatric consultant to law en- 
forcement agencies, Los Angeles County Department 
of Mental Health, and Dr. Reiser is department 
Psychologist, Los Angeles Police Department, 150 

DN Los Angeles St., Los Angeles, Calif. 90012. 


Vol. 55, No. 3, July 1971 


Training Police Sergeants in Early 
Warning Signs of Emotional Upset 


The authors present an outline of a collaborative program between 
the Los Angeles Police Department and the Los Angeles County De- 
partment of Mental Health which was implemented as a pilot project in 
two patrol divisions in April, 1970. Evaluaton data, reflecting such 
problems as administrative changes, lack of time necessary to spend 
with the divisions, misunderstanding of consultants’ role are discussed. 


the base of awareness, understanding, and 
sensitivity to emotional problems in police- 
men by providing more channels for detec- 
tion and handling of these problems in the 
Department. 

In addition, the constructive use of ex- 
perienced mental health consultants in se- 
lected geographic divisions should aid the 
division commander and his staff as well as 
the local community in enhancing oppor- 
tunities for positive interaction and commu- 
nication around mutual concerns. In brief, 
the consultant can help increase human re- 
lations effectiveness. 


Brief Description of Proposal 


This project would be implemented on 
an experimental basis as a. pilot study for 
one year. There are two basic features to 
this proposal. First is to train sergeants, 
close contact line supervisors, in early de- 
tection of emotional upset and to teach 
them brief counseling techniques. This 
would increase the range of problems that 
could be handled in the field on early con- 
tact, preventing exacerbation in some cases 
and allowing appropriate further referral in 
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others. In effect, this should make the de- 
tection, counseling and referral processes 
more available to the men in the field and 
yet more economical in resolving some prob- 
lems before they become major issues. A 
secondary gain might be better supervision 
by sergeants because of their increased sen- 
sitivity to and focus on their men as people 
rather than as units to be deployed. 
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crisis in individuals and in larger popula. | 


tions? The main goals of this proposal are 
twofold. First to increase the level of func- 
tioning of the line policeman by recognizing 
that unique factors affect his emotional 
needs and providing channels to aid him in 
this area. And second, to broaden the base 
of human relations expertise and capability. 
in selected divisions by the utilization of 


F 


Training for the sergeants would involve approximately 12 


hours. 


Á 


This program does not attempt to make 
“junior psychiatrists” out of the sergeants. 
In fact, remaining aware of their limits in 
the counseling role will be stressed in order 
to minimize any tendencies toward over- 
zealousness. 

"The second part of this proposal involves 
the assignment of a professional mental 
health consultant to four selected geo- 
graphic divisions on a pilot basis in coopera- 
tion with the County Department of Men- 
tal Health. The consultants would perform 
several important functions. They would 
provide the necessary backup to the “case 
finding” sergeants in the division by pro- 
viding consultation in difficult cases as to 
treatment needs and referral resources. In 
a broader and perhaps more important way, 
the consultant would also assist the division 
commander and his staff as requested in 
areas of community relations, inter-personal 
situations, development of needed programs 
in that particular division and in other di- 
verse ways as individual division needs sug- 
gest. 


Scope of the Program 


A. Objectives. Inherent in this proposal 
is the concept of primary prevention in min- 
imizing the incidence of major emotional 


professionally trained consultants. These 


objectives would be implemented by: 

1. Early detection of problems and brief 
counseling intervention before exacerbation 
occurs and by providing a coordinated net- 
work of mental health services throughout 
the Department. 

2. Adding mental health consultation at 
the division level to provide backup, re- 
ferral, inter-personal programming, and 
other relevant assistance as requested Me 
the division. 

Initially, two to four divisions should par- 


ticipate in the pilot phase. i 


B. Selection and Training. 
1. Sergeants 


Sergeants in the divisions selected for this. 
project would be trained in early recogni- 
tion of emotional problems and in utiliza- 
tion of crisis intervention techniques. It is 
anticipated that a preponderance of per | 
sonal problems can be handled adequately — 
at this line level. However, referral criteria 
and a referral network will be included in 
the program. Initially only the sergeants 


in the pilot-project divisions will be trained, — 


If the program is successful and expansion 
feasible, eventually all supervisors would re- 
ceive this training routinely as part of the 
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sergeants school. Ultimately, this should 
increase division capability for problem 
solving and personnel management. 

Training for the sergeants would involve 
approximately 12 hours. The initial cur- 
riculum will be developed by the Depart- 
ment Psychologist and the Psychiatric Con- 
sultant and be taught by them the first few 
times before revision. A policeman teacher- 
trainee will also participate. Subsequently, 
other professional staff from one Depart- 
ment of Mental Health or University would 
be trained to share teaching responsibilities 
with the policeman-teacher in a team-teach- 
ing format. Ongoing supervision would be 
provided by the Department Psychologist 
and Psychiatric Consultant. 

The 12 hours of instruction would be di- 
vided into four three-hour segments. Be- 
cause instruction must be interesting and 
dynamic to succeed, techniques such as role 
playing, simulations, case reports and video- 
tape feedback would be used as well as the 
usual audio-visual methods. The three-hour 
segments would be divided as follows: 1. 
Emotional development, stress and person- 
ality; 2. Early warning signs of emotional 
upsets; 3. Crisis intervention techniques; 
and 4. Referral criteria, counseling limits, 
referral resources and consultation oppor- 
tunities, 


2. Consultants 


The mental health consultants selected 
and assigned to the geographic divisions 
would also undergo training. During their 
two-month orientation period a police fa- 
* miliarization format would be developed by 
the division commander and his staff to in- 
clude such things as riding in patrol cars, 
attending roll calls, touring Department 
facilities, and other basic learning experi- 
ences. It is recognized that in order to func- 
tion effectively the consultant will have to 
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be knowledgeable about police functions 
and sympathetic to the goals of police 
work? During the orientation period the 
consultant would primarily be learning and 
would not assume his full consultant role 
status until both he and the division com- 
mander agreed that his background was suf- 
ficient. Subsequently, the consultant would 
spend at least two hours per week at the 
division. 


C. Coordination and Control 


It is imperative that this program be well- 
coordinated and that control rest within the 
Police Department. Therefore, an impor- 
tant part of the consultation program would 
be ongoing biweekly meetings of the De- 
partment Psychologist, the Psychiatric Con- 
sultant and concerned police administration 
in order to coordinate the various activities 
at division level and to maintain integrity 
of philosophy and program within the De- 
partment. 

Because the success of the consultant por- 
tion of the program will largely depend on 
the personalities and relationships of the 
concerned participants it is important that 
in the event personality conflicts or negative 
criticisms develop it be brought immedi- 


r 
An added problem has been the 
relatively small amount of time 
the consultants have been able to 
spend at each division. 


ately to the attention of the program coor- 
dinators. If necessary, a consultant can be 
replaced if he has difficulty relating to the 
unit in which he is working or to the over- 
all aims of the Department. 

An important factor in obtaining un- 
biased results of this program will be the 
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way in which it is presented and imple- 
mented. Administrators and division com- 
manders should be in on the planning and 
operation of the project to enhance involve- 
ment and reduce negative pre-conceptions 
which could lead to invalid conclusions. 


Evaluation 


It is essential to build into this program a 
means of assessing effectiveness of the proj- 
ect's value and also to feed back information 
necessary for program revision and modifi- 
cation. Over the year's duration of the 
pilot project, evaluation will be done by at- 
titude scales and ratings covering the fol- 
lowing program aspects: 1. Before and 
after measures of trainee's knowledge and 
attitudes; 2. Effectiveness of the training 
process at the Academy by both staff and 
trainees; 3. Effectiveness of the consultants 
at the division level using ratings of division 
commander and staff as well as the consul- 
tant himself; and 4. An overall evaluation 
of the total program by involved admin- 
istrators, staff, and trainees. 

"These measures should yield data as to 
the program's value to the Department and 
the probable cost-effectiveness of wider pro- 
gram implementation, 

Six-Month Status Report 

The pilot project was begun in April, 
1970 in the West Valley and Northeast Di- 
visions, with Harbor Division as a control. 

"The authors presented the 12-hour train- 
ing segment to the sergeants at the two ex- 
perimental divisions. The instruction was 
repeated during morning and evening hours 
at each division to accommodate different 
shifts. Feedback on the sergeant training 
sessions was as follows: Overall Rating of 
Training Sessions—Excellent—25%; Very 
Good—56.25%; and Adequate—18.75%. 
Did Attitude Changes Result? — Yes — 
68.75%; No— 81.2597. 


SOKOL AND REISER 


Additional comments from the sergeants 
indicated that the training areas felt most 
useful were: identifying early warning signs 
of disturbance, counseling techniques, re. 
ferral information, and understanding your- 
self and others. Modifications suggested 
most frequently were: lengthen the course, 
spend more time on actual cases and prob- 
lems. 

Regarding the psychiatric consultants as- 
signed to each division, feedback from one 
division revealed good rapport and a posi- 
tive relationship between consultant and 
Supervisors. Reports from the other di- 
vision indicated a problem in communica- 
tion with the consultant. 
tory working relationship was felt to be 
largely related to consultant distancing and 
lack of rapport. Because of time constraints 
in permitting working-through of these 
problems, it was decided to replace the 
second consultant. Since taking over the 
assignment, the new consultant has gained 
acceptance and established good. relation- 
ships with the division staff. 

There have been numerous problems in 
the operation of the pilot project. One 
initial problem that caused considerable de- 
lay at the beginning was obtaining and as- 
signing the two consultants provided by the 


cooperating agency. Another serious prob- | 


lem was the change of commanding officers 


The unsatisfac- 


: 


of both divisions because of promotion, and , 


the routine transfer of many of the sergeants 
who had been trained originally. These 
changes have complicated the development 
of good relations between the consultant 
and division staff and have made the 


planned program evaluation difficult if not 


impossible to accomplish. n 
An added problem has been the relatively 
small amount of time the consultants have 
been able to spend at each division. Al 
though two hours weekly was considered 
acceptable in the beginning, it is now felt 
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that more time is necessary for the consul- 
tant to be effective. Additional time would 


| allow for meeting with men across watches, 


being available for staff retraining, being 
present as a resource person. 

Two additional relatively minor prob- 
lems could probably be resolved with in- 
creased contact and communication by di- 
vision consultants and staff. The first 


4 relates to the conflict felt between the ser- 
' geant's counseling role and his disciplinary 


role. A second difficulty arose in viewing 
the consultant as a treatment person rather 
than as a consulting resource. As the con- 
sultant clarifies his own role, he can then 
communicate and reinforce this concept 
with the division staff. 

Initially, the overall reactions to the 
projet were mainly positive. Division 
commanders, supervisors and consultants 
all felt that the program yielded desirable 
benefits in spite of the difficulties mentioned 
regarding transfers of sergeants and changes 
in consultants. The program coordinators 


. (Reiser and Sokol) feel that the project has 


considerable merit but that some modifica- 
tions are necessary to increase effectiveness. 
One change would be to build in additional 
training reinforcements at regular intervals 
for the supervisors beyond the initial train- 
Ing period. Another alteration would be to 
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increase the consultant time at each division 
to at least four hours weekly. This would 
be more realistic in light of the need for in- 
volvement in division activities and availa- 
bility as a resource, 

Because of the perceived long range value 
of this project, police department adminis- 
trators are agreeable to expansion to a de- 
partment-wide scope if funding can be 
secured from federal sources. This would 
permit centralizing the training at the ser- 
geants school rather than a shotgun ap- 
proach at the divisions. It would also al- 
low selection, hiring and control over the 
division consultants in terms of program 
goals, philosophy and coordination of ef- 
forts. Finally, a more sophisticated evalu- 
ation could be designed using larger sam- 
ples and controlling more variables. It is 
hoped that a further report on this project 
will be forthcoming. 


REFERENCES 
1. Bower, Eli M., et al. American Journal of Ortho- 
psychiatry, 30, 1961. 
2. Caplan, Gerald. Principles of Preventive Psy- 
chology. New York: Basic Books, 1964, 
3. Reiser, Martin. Police, Jan.-Feb., 1970. 
4, Srole, Leo, et al, Mental Health in the Metrop- 
olis; The Midtown Manhattan Study, New York: 
McGraw-Hill, 1962. 


Jerome A. Collins, M.D. 


A Model Cities Program as a Field Placement for — 


Graduate Students in Mental Health Nursing 


Increasingly, professional personnel in the field of mental health are 
required to demonstrate competence in planning, negotiating, admin- 
istration and working with citizen participation groups. Traditionally, 
these skills have been acquired through experience on the job and have | 


rarely been incorporated as a part of formal professional education. 
This paper reports a pilot collaborative effort between a university- 
based, graduate program of mental health nursing and a Model Cities 


program to offer advanced nursing students a supervised service-learn- 
ing experience in community health planning. 


Four nursing students from the Graduate 
Division of Psychiatry and Mental Health 
Nursing of Boston University were placed 
with the Boston Model City Program as a 
secondary placement. This was the first 
time nursing students had received such an 
assignment. It was believed that the place- 
ment would provide experience in planning 
and administration for the students as well 
as benefit the Program, since nursing was 
not represented on the comprehensive 
health planning staff. 

Of the students involved, two were work- 
ing on a doctoral program, one was doing 
a post-masters year in nursing and juvenile 
delinquency, and one was completing a 
master’s degree. There was some initially 
expressed anxiety on the part of the stu- 
dents that their previous clinical training 
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and experience might not bean adequate 
background for field work that involved 
planning and administration and which 
provided no opportunity for direct patient 
services; however, this undercurrent of an- 

xiety was compensated for by the excitement 

and fascination of being part of a pioneer- 

ing venture in planning services with the 
consumers of those services participating in 

the planning process. 

Our basic expectation at the beginning, 
of the nursing placement was that the stu- 
dents would initially function as partici- 
pant-observers, familiarizing themselves 
with the organizational structure of the 
program, learning about the operations of 
various model cities programs and person- 
nel and developing an understanding of the | 
various institutions and agencies with which 
plans were being coordinated and nego 
tiated. To do this they would attend staff 
meetings, relevant board milestone com- 
mittee meetings, accompany staff tO 
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interagency meetings, make some agency 

visits on their own and meet regularly as 

agroup to share their experiences and their 

reactions to them. It was expected that 

each student would keep a brief, concise, 

written record or diary of all meetings and 
| visits, and would take administrative direc- 
tion from Model Cities staff while at the 
Model Cities office. Other functions which 
the students would be expected to perform 
were to provide information about the 
Model City Program to other nursing 
groups: at the universities, in state, munici- 
pal and private agencies; through profes- 
sional nursing organizations; and to rele- 
| vant federal regional representatives. In 
addition, it was hoped that they would par- 
ticipate in the development of staff papers 
relating to the actual process of conceptual- 
izing plans for comprehensive health ser- 
ics, bringing to this task their general 
knowledge of nursing practice and their 
"special expertise in mental health nursing. 
It also seemed natural that they might best 
form the links with nursing administrators 
and nursing program personnel at the three 
mental health institutions that contained 
portions of the Model Cities Area within 
their catchment areas (Boston University, 
Massachusetts Mental Health Center and 
Boston State Hospital). 

During the fall semester, the nursing stu- 
dents were able to become thoroughly fa- 
| “liar with the operations of the staff arm 

of the program, the City Demonstration 
Agency and the Model Neighborhood 
Board, particularly the Health and Welfare 
Committee of the board, which established 
general goals and policy for the total pro- 
gram on health matters and from whom 
gency staff took direction in their plan- 
"ing efforts, "The chance to observe the ne- 
Botiating process between C.D.A. staff and 
community board, between staff and poten- 
tial service agencies, and between service 
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agencies and community board was a 
unique opportunity for students to learn 
first-hand the politics of planning and the 
process of evolution that occurs from the 
initial development of a staff paper as a 
working document to the series of modifica- 
tions and changes that occur as the paper 
is presented to all of the groups that share 
responsibilities for the implementation of 
planning. They quickly came to learn that 
there is no room for pride of authorship in 
an agency whose policy is that of maximum 
feasible community participation, and all of 
us as mental health professionals quickly 
became aware that the community fre- 
quently views the operations of mental 
health professionals and mental health pro- 
grams quite differently from the way we see 
ourselves. 

In addition to seeing the negotiating 
process at the community agency level, stu- 
dents had a chance to sce the negotiations 
between the Model City Program and the 
Boston City Council. The debates at City 
Council about the more controversial sec- 
tions of the proposal, those sections dealing 
with education, labor, police-community re- 
lations and community control of the ad- 
ministration of the total program, were 
loud, turbulent and in the best (or worst?) 
tradition of Boston politics from which 


ea 
In the end, compromises were 
made, some publicly and some be- 
hind closed doors in smoke-filled 
rooms, and the proposal sailed 
through onits way to Washington. 
aeee 


most of us as mental healthers had pre- 
viously been sheltered. Each group tried 
to discredit the other, manipulate the other 
and out-maneuver the other, and a lot of 
highly-charged rhetoric was bandied about. 
In the end, compromises were made, some 
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publicly and some behind closed doors in 
smoke-filled rooms, and the proposal sailed 
through on its way to Washington. The 
whole experience was a guts education for 
all of us in basic American municipal poli- 
tics, an experience that could never be cap- 
tured in a graduate seminar on politics and 
government. It was also a vivid introduc- 
tion to another very necessary level of com- 
munity participation in the planning-nego- 
tiating process. $ 
During the same time period that the 
Council hearings were being held, we organ- 
ized a weekly series of hearings that focused 
on mental health needs in the Model Cities 
Area. The meetings were held every Thurs- 
day afternoon from three to five and dealt 
with a variety of mental health topics. 
Nursing students and C.D.A. staff chose 
topics that the community had indicated 
were of high priority, a program was 
planned and relevant groups and speakers 
were invited to participate. The emphasis 
was on learning about programs that al- 
ready existed to provide mental health ser- 
vices to the Model Cities Area, about pro- 
grams that were being developed, and about 
areas of unmet need. The students did 
most of the staff work in planning, organ- 
izing and in recording these hearings. Some 
of the topic areas covered were Mental 
Health plans of the Model City Program, 
Mental Retardation Programs, Mental 
Health and Juvenile Delinquency, Drug Ad- 
diction and Alcoholism, Mental Health and 
Rehabilitation, etc. There was a core group 
of regular attenders from Model Cities staff, 
from Boston University, Massachusetts 
Mental Health Center, and Boston State 
Hospital and from the Simmons College 
School of Social Work. Ad hoc members 
were also invited to participate in sessions 
that were relevant to their interests. 
For the period from January, 1969 to 
May, 1969, a number of problems have be- 
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set the Model Cities Program as a field 
placement for nursing students. At the 
same time that the proposal was being re- 
viewed in Washington, roughly from Janu- 
ary to March, a period of relative lassitude 
and uncertainty for the C.D.A. and Modél 
Neighborhood Board, there were some 
rather abrupt, anxiety-provoking adminis- 
trative changes in the Boston University 
School of Nursing and the students were 
faced with the problem of having to cope 
with two systems in a state of turmoil and 
partial disintegration. Although tentative 
plans had been made to evaluate the stu- 
dents' fall activities and to negotiate with 
them and with relevant faculty some new, 
plans for the spring semester, decisions and | 
plans were postponed until both systems. 
reintegrated and everyone could rechannel 
their energies in a more task-oriented direc- 
tion. The resulting lack of resolution abo: 
the Model Cities Program as a nursing 
placement has been understandably, but 
unavoidably, unsatisfactory to everyone 
corigerned. However, one important task} 
has been accomplished during this time, 
Students and faculty have attempted to in- 
volve nursing personnel in administration 
at the Massachusetts Department of Mental 
Health in the Boston Model City Program. 
They have recommended that the Depart: ' 
ment of Mental Health establish a nurse- 
liaison with the Model City Program. This | 
position could be used to develop models 
for the coordination of community nursing 
services at the three Department of Ment l 
Health institutions serving the Model Citi 
Area with other programs of nursing that 
have a community base and focus, such a$, 
the Visiting Nurses Association, Public 
Health Nurses, School Nurses, etc. Longer 
range goals might consist of applying these 
models to other regions in the state or to 
other Model Cities Programs in the state. 

A less direct, but equally important 1 
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sult of the student nurses' involvement at 
the Model Cities Program has been the rec- 
ognition on the part of C.D.A. staff of the 
need for nurses to be involved in the plan- 
ning process. As a result of this attitudinal 
change, negotiations were undertaken with 
the V.N.A., Public Health Nurses, Boston 
' School Nurses and NIH Nursing Consul- 
tants to develop a nursing advisory com- 
mittee for the Model City Program. Psy- 
~ chiatric nurses from the Department of 
Mental Health have been invited as mem- 
bers of the Committee too, but to date have 
not participated. The nursing advisory 
| committee's first function was to conjointly 
_ select and support a nurse who would be 
on the planning staff of the C.D.A. and who 
would link directly with the top adminis- 
trators of all the participating programs. 
This has been done, and there is now a 
Murse on C.D.A. staff full-time for three 
months, loaned by the V.N.A., but chosen 
by mutual agreement by all participating 
agencies. Other functions which the Nurs- 
ing Advisory Committee will perform are: 
(1) To help with the development of plans 
for comprehensive nursing services in the 
Model Cities Area; (2) To develop guide- 
lines and policy for nursing practice in the 
Model Cities Area; (3) To coordinate exist- 
ing community nursing services in an effi- 
Gent, economical, harmonious fashion; (4) 
To arbitrate on all interagency disputes in 
nursing that affect the Model Cities Area; 
(5) To evaluate unmet nursing needs in the 
- Model Cities Area and develop plans to 
Meet these needs; (6) To evaluate all nurs- 
Ing services in the Model Cities Area on a 
Continuous basis; (7) To participate in the 
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development of training and education pro- 
grams for health personnel in the Model 
Cities Area; (8) To determine which ele- 
ments of the nursing program developed 
for the Model Cities Area have applicability 
for other areas of the City of Boston. 


Conclusion 


One can raise many other questions about 
the usefulness of this placement, but the 
essence of these ruminations is whether the 
immersion in the Model Cities experience 
was one which helped the students to grow, 
mature, develop new perspectives and new 
dimensions in their role as highly trained 
professionals and future leaders in the pro- 
fession, or if the multiple crises and tur- 
moil associated with the birth pangs of a 
new agency and a new concept in urban 
planning were too much to assimilate and 
too disturbing to the maintenance of rea- 
sonable identity—equilibrium to promote 
optimal growth. Since the experience was 
one with both short-term and long-term re- 
sults, it is virtually impossible to evaluate 
at this point. From the point of view of the 
agency, one can see that the indirect results 
of the placement have been very beneficial 
both in terms of bringing nursing into the 
planning process and in terms of developing 
mechanisms for cooperation and coordina- 
tion that other professional groups might 
well emulate. It is the significance of these 
indirect effects that is very impressive; par- 
ticularly, when one considers the pilot na- 
ture of the placement and the fact that it 
was a secondary placement for all of the 
students involved. 


David L. Ellison, Ph.D. 
Richard M. Hessler, Ph.D. 
John Hitchcock, M.D. 
Jack A. Wolford, M.D. 


Problems in Developing a 


Community-Based 


Research Component for a 
Mental Health Center’ 


This paper examines some of the problems faced by a community 


mental health center team as it established its research and evaluation 
component in a poverty area. There were conflicts with the local Com- — — 
munity Action Program, as well as problems concerning the nature of —.— 
the community and the nature of the research center. 


The Community Study Center, the sub- 
ject of this paper, is part of the Department 
of Psychiatry, School of Medicine, is physi- 
cally housed in a poverty area, Mill River (a 
pseudonym), and desires to remain in the 
community permanently. As an academic 
facility it is committed to training, research, 
and service primarily through consultation. 

One of the most prominent organizations 
in Mill River is the Community Action Pro- 
gram, which includes all the service agencies 
in the poverty area, is action oriented, and 
dedicated to community improvement in all 
spheres of life. 

The seemingly similar yet somewhat di- 
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vergent purposes and methods of these or 
ganizations contribute to the problems en- 
countered by the researchers. In order to 
understand the context for these problems 
it is necessary to present a picture of the or — 
ganizations and their poverty area. 4 


The Community Study Center 
and Mill River 


Mill River is an isolated section of a 
larger urban community, cut off by natural. 
boundaries on all but a nine block section 
of its perimeter. Many changes are occur 
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ring in this community of approximately 
18,000. people, the majority of whom are 
from the working and lower classes. 'The 
1960 census revealed that the white popula- 
tion has decreased and the non-white pop- 
ulation increased since 1950. Persons of 
"foreign stock" make up to 29 percent of the 
population. "The median income is slightly 
below the average for the total urban area 
and has declined disproportionately since 
The occupational structure has 
changed from predominately heavy industry 
to a more diversified pattern, largely in the 
unskilled and semi-skilled categories. One 
of the goals of the Community Action Pro- 
, &am in Mill River is the prevention of 
further decline. 

The Community Study Center is an ex- 
tension of the Department of Psychiatry, 
Western Psychiatric Institute and Clinic, 
into this community. On the multidisci- 
plinary staff are representatives of psychi- 
aby, child psychiatry, nursing, social work, 
and sociology, all with faculty appointments 
in their respective university departments. 

The training program of the Center is 
dedicated to developing a variety of clini- 
cians and behavioral scientists skilled in the 
Many facets of social and community psy- 
chiatry, Presently involved are residents 
iN psychiatry, and graduate students in nurs- 
8, social work, sociology, and anthropol- 
ogy. 

In addition to the larger Community 
Mental Health Centers’ services, the Cen- 
er provides two specific services for Mill 

ver, consultation and inservice training. 

he focus of inservice training is on the 
evelopment of skills in professional and in- 
, “Benous community caregivers. Many of 
these persons are employed in the Com- 

"Unity Action Program. The focus of con- 

Sultation is on the sharing of mental health 

“kpertise and care-giver’s expertise so that 

the care-giver can better help his client. 
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Community care-givers involved in this pro- 
gram have been physicians, clergymen, 
nurses, school teachers and counselors, case: 
workers and citizen caregivers, 

The research program of the Center has 
as its overall goal the study of health in the 
community in depth over time. Health is 
broadly conceived to include physical, emo- 
tional, and social aspects. The longitudinal 
dimension of the study is primarily an on- 
going psychiatric and parapsychiatric case 
register, 


The Community Study Center and the 
Community Action Progam 


The first Director of the Community 
Study Center served as an advisor to the 
Board of the Community Action Program 
for several years prior to 1964, It was pri- 
marily through their sanction that the Com- 
munity Study Center was established in 
Mill River in that year. Since its incep- 
tion the Center has faced two problems in 
relating to the Community Action Program. 

A basic goal of the Community Action 
Program is the provision of services of all 
kinds to citizens in need. Therefore it en- 
courages appropriate agencies to locate in 
the community. Initially the Community 
Study Center was cast in this role, i.e, as an 
out-patient clinic. But, one of the funda- 
mental tools and programs of community 
psychiatry is "consultation." By helping 
local "care-givers" handle the majority of 
cases, the community psychiatrist hopes to 
reach (and possibly “treat” more effectively) 
a greater number of individuals, "The Com- 
munity Action Program soon realized that 
the Center would not assume responsibility 
for the so-called “difficult” cases of the sev- 
eral poverty agencies, Not until this be« 
came understood, was the service role of 
the Community Study Center clearly de- 


fined. 
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Secondly, the Community Action Pro- 
gram is interested in improving the Com- 
munity of Mill River. It desires to reverse 
what many older residents of the area call a 
"decline" in the last ten to fifteen years. 
The research section of the Community 
Study Center has made the rather formi- 
dable statement that: “From a research 
point of view, it is not our primary concern 
whether the community impróves or con- 
tinues to decline." Such a statement, while 
dogmatically emphasizing the researcher's 
role as that of observer is heresy for Com- 
munity Action Programs. From a research 
point of view it has been the policy of the 
Center to admit that it is not omniscient 
about Mill River's poverty or ways to fight 
it. By stressing these research-study in- 
terests the Center has further differentiated 
itself from the Community Action Program. 

While the Community Study Center en- 
tered Mill River with the sanction of the 
Board of the Community Action Program, 
it is obvious that the Center is not strictly 
an action program. Therefore it has de- 
veloped its independence by working with 
minimal publicity and remaining relatively 
unknown except among local care-givers. 
The different roles of these organizations in 
Mill River are background for understand- 
ing the problems of a research center in a 
poverty area. 


Problems of Research in Poverty Areas 


For organizational purposes the problems 
are divided into three categories. Problems 
arise because of: (a) the nature of the Com- 
munity Action Program; (b) the nature of 
the Mill River Community, and (c) the na- 
ture of the Community Study Center. 


A. Problems Related to the Nature of the 
Community Action Program 


One of the functions of the Community 
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Action Program is to discover and to pro- 
vide the appropriate services for all persons. 
in need. Because the Center defined health 
very broadly, our registers contain extensive 
information about the needs of people in 
poverty. Such data could be valuable re- 
sources for “case finding,” but they are 
highly confidential. If used by the Com- 
munity Action Program, confidentiality en- 
trusted to Community Study Center re- 
searchers would be betrayed. Consultants ` 
to the agencies of the Community Action 
Program are cautious not to reveal infor- 
mation about individuals which they have 
acquired from participating in research. 

Another function of the Community Ac 
tion Program is to collect facts to support 
grant applications and to justify its involve 
ment in certain community issues. The 
Center's current study of a municipal hous- 
ing community within Mill River contains 
information regarding possible future ac 
tions the housing authority could take 
These data indicate what plans of action” 
would lead to least resistance from the citi- 
zens. Also such information might provide 
valuable “facts” for the Community Action: 
Program's negotiations with the housing 
authority. Here we face the probability 
that polemics will distort the facts and that 
the housing authority might refuse to co- 
operate with us for the duration of the study 
if this came about. 

Several of the 18 poverty agencies with 
the Community Action Program have con 
ducted door-to-door campaigns of various 
types. Children were enrolled for Head 
Start. Older persons were enrolled in Med- 
icare. VISTA workers enrolled teenagers ” 
in recreation and remedial programs - 
Houses were canvassed to “sell” Community ) | 
Action Program services and enlist volun- 
teer support. Door-to-door sanitation in- 
spections were made by self-appointed citi- i 
zens, Such activities in Mill River make 
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dtizens in this poverty area unreceptive to 
additional persons conducting research. 
One respondent remarked to an interviewer, 
"You are the 9th person knocking on my 
door this week." Another interviewer had 
the experience of having his interview inter- 
rupted by a poverty worker conducting a 
"brief survey." Eventually Mill River will 
become "saturated" and survey research 
will be very difficult to conduct. Then, the 
Center will emphasize the other investi- 
gative techniques available to it. On the 
other hand, there is the chance that suffi- 
cient rapport and interest will be estab- 
lished so that a sizeable panel of respon- 
, dents will cooperate willingly. 

Finally, the systematic efforts of the Com- 
munity Action Program to align itself with 
community support channels compounds 
the above problems and places the Commu- 
nity Study Center in a vulnerable position 
as an independent research and consulta- 
tion organization. As Norton Long has 
pointed out, each organization requires a 
_ "power budget.” 4 The Community Action 
Program is an organizational network which 
assumes the tasks of planning and coordi- 
nating the health and welfare services for 
Mill River, Therefore, it requires broad 
Community resources to accomplish its 
tasks.® Power and prestige, necessary for 
legitimating the Community Action Pro- 
Bram ®7 are not found entirely within the 
* Poverty area, As a consequence the Com- 
munity Study Center becomes one effective 
source for this legitimation. This makes it 
difficult for the Center to maintain its inde- 

Pendence as a research organization. 


` B. Problems Related to the Nature of the 
Mill River Community 


The Community Action Program has 
made Mill River citizens somewhat sensitive 
to information describing the community. 
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The upper strata of the population resent 
the "poverty" label. For this reason the 
Community Study Center is reluctant to re- 
lease certain types of information. For ex- 
ample, data on Negro-White relationships 
and residential patterns could be particu- 
larly explosive. Such an explosion by a 
few vocal citizens could jeopardize the Cen- 
ter's longevity in Mill River. 

Mill River is a community which is 
changing rapidly. There are certain "nat- 
ural" changes occurring, but there are other 
changes precipitated by the vast input of 
War on Poverty funds, Such changes pro- 
vide valuable research opportunities for 
classical Before-After studies. However, in 
some instances announcements concerning 
future changes take the researcher by sur- 
prise. A case in point is the Center's study 
of the municipal housing community in 
Mill River. On April 22 of 1966, the morn- 
ing newspapers reported that it would be 
torn down and a new community built. 
While the headlines were somewhat pre- 
mature the Center was caught unprepared. 
Members of the staff recognized this as an 
opportunity to extend some of the earlier 
studies on the stress of residential disrup- 
tion and health, but no one was thoroughly 
familiar with the literature, While the can- 
ons of "good science" demanded rigorous 
conceptualization and re-conceptualization 
of the research problem, the canons of ex- 
pedience required immediate action, Staff 
members immersed themselves in the litera- 
ture, friends were contacted for suggestions, 
concepts and their indices were developed 
before the research problem was thoroughly 
defined, By June interviewers were in the 
field and in two months had completed a 
760 household survey of the housing com- 
munity. The rapid change in this poverty 
area forced the Community Study Center to 
sacrifice some of its “scientific” canons for 
timely information. Prior overall planning 
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might have avoided some of this disorgani- 
zation. 


C. Problems Related to the Nature of the 
Community Study Center 


The Community Study Center personnel 
occupy clinical and research roles. As a 
multidisciplinary team they live with the 
usual problems of such relationships.? 
Clinicians are used by poverty agencies in 
other than consultative and training roles. 
Because of the Center's rigid policy on the 
confidentiality of individual case material, 
consultants have been asked to support 
other agencies desiring to protect their rec- 
ords from exposure to all agencies in the 
Community Action Program. 

As a health resource in the community 

the Community Study Center is considered 
to be influential in providing a medical 
clinic for Mill River. Developing a clinic 
would please some of the citizens and be an 
obvious triumph for the Community Action 
Program, but it would have two negative 
effects upon the Center. Clinical members 
of the staff could be forced into direct ser- 
vice tasks, taking them away from the train- 
ing of university and community persons. 
The Community Psychiatry approach of the 
Center would be jeopardized, that is, the 
Center's clinicians would not have time to 
train community based caregivers. Also, 
clinicians would be forced to give up their 
research involvement, which is essential to. 
them as academicians. While clinicians 
working in Mill River are tempted to take 
responsibility for health service, it could 
mean the end of research, training, and com- 
munity involvement in the care-giving 
process, 

Problems in methodology arise for re- 
searchers, when their organization provides 
services, also. Surveys of health needs un- 
der the auspices of the School of Medicine 
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inevitably turn up legitimate requests f 
assistance. If the Center supplies med 
care, Before-After comparisons of, for e 
ple, utilization rates, may be worthless, 
their research role, staff members try 
keep the system of variables as closed ; 
possible. This involves a conscious 
to minimize or at least to monitor ey 
which would affect the relationships 
tween variables, In their clinical role, 
Center's staff seek to put their expertise | 
work by providing services for high 
respondents. Such intervention can all 
the outcome of research. If the Center 1 
fuses assistance it faces an ethical proble 

Research activities can change the 
munity. Questions about a responde 
involvement in the Community Action. 
gram impart information about its exis 
in Mill River and alert him to its, fu 
activities. Health check-lists remind peopl 
that they should be more concerned ab 
their health. Therefore they may seek me 
ical care more frequently. In these wa) 
the Center's research activities can influe 
change in Mill River. The researcher's ti 
becomes one of designing studies which a 
count for and even use intervention. 


Conclusions 


Center located in a poverty area are faced 
all social research. However certain uniq 
problems do occur. 
The characteristics of the Community AG 
tion Program proved one source of con 
for the community researcher. Their € 
phasis upon case-finding can place inapp 
priate demands for access to research 
Facts based upon research may be disto: 1 

by poverty workers desiring to create 
sues." The use of survey techniques 
many poverty agencies can result in “elos 
doors" and the identification of the 
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organization with the Community Action 
Program. 

The characteristics of poverty areas make 
the researcher's life somewhat difficult. The 
tremendous demand for services can result 
in the failure of research and training pro- 
grams due to lack of time. While rapid 
changes can occur in a poverty area, they 
are no more rapid than other historical 
changes. Therefore the community re- 
searcher needs to be exceedingly flexible 
and at times be less than idealistic with ré- 
spect to the canons of science. Actually, 
this may be appropriate training for effec- 
tive community research. 

The characteristics of the research facility 
are another source of difficulties. On multi- 
disciplinary teams, clinical and research 
roles can create real binds for personnel. 
Problems of confidentiality with research 
data and the confounding of research by 
other forms of intervention aré essential 
concerns of the community researcher. 

Perhaps some persomal experiences will 
illustrate the Community Study Center's 
situation. We came to feel as have others 5 
that what was useful knowledge for us was 
álso useful knowledge for the community 
and in many areas of inquiry significant 
mutüality could be achieved. As we began 
collaborative research projects with orga- 
hizations in Mill River, we functioned as 
data gatherers, processors, and interpreters 
in many cases of public information such 
a8 census reports, city directory information 
and economic data. In several instances our 
task was to order this information into 
meaningful configurations to meet the spe- 
fic needs of Mill River residents and 
organizations. 

Evidence that this met community needs 
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comes from a public meeting in which the 
Community Study Center Staff was réiitidly 
berated by an Office of Economic Opportu- 
nity official for not providing more services 
to the community. Four groups of citizens, 
representing the Chamber of Commerce; the 
largest church in Mill River, the local Fam- 
ily Service Agency, and the local Health 
Department firmly countered the allegation, 
Citing research reports and consultative 
sessions as highly valued services rendered 
to thé community. 

Community research in poverty areas is 
full of obstacles. As they are confronted 
squarely it is hoped that new methods will 
develop and that new knowledge will be 
acquired for application to the thental 
health problems of our society. 
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Some Implications of Sexual 
Activity for Mental Illness 


Classical psychoanalytic theory proposes the centrality of heterosexual 
genitality in the definition of adult maturity and in the goals of analytic 
therapy. The authors hypothesized that there would be a reduction in 
the frequency of sexual activity in individuals afflicted with psychiatric 
illness. The levels of total sexual activity prior to and following the 
onset of illness were compared for 130 randomly selected psychiatric 
patients. The results provide preliminary support for the hypothesis 
and suggest that there is a positive relationship for women between the 
amount of sexual activity and the length of hospital stay, although there 


is no such relationship for men. 


Psychoanalysis has from its beginnings 
concerned itself with the centrality of sex- 
uality in the human condition. Thus it is 
not surprising that Freud, in his last major 
work, continued to ascribe primacy to the 
sexual instincts in the etiology of emotional 
disorder, while briefly mentioning the in- 
fluence of civilization and the biologic 
necessity of a prolonged period of childhood 
dependency. He stated 8 that, “The symp- 
toms of neuroses are exclusively, it might 
be said, either a substitutive satisfaction of 
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some sexual impulse or measures to prevent 
such a satisfaction, and are as a rule com- 
promises between the two, of the kind that 
arise according to the laws operating be- 
tween contraries in the unconscious." 

It must be remembered, as Redlich and 
Freedman ?! so succinctly put it that, "sexu- 
ality for Freud comprised a range of bodily 
activities that were integrated at maturity 
into genital sexuality." The implication of 
this definition of sexuality was the acknowl- 
edgment of an orderly step by step psycho- 
sexual personality developmental scheme 
which culminates in a concept of maturity, 
central to which is the ideal of responsible 
heterosexuality. "This theoretical formula- 
tion, embraced by the classical psycho- 
analysts, has also gained acceptance by psy. 
chiatrists generally (at least in the United 
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to love," notes that the remark could well 
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States) and we find in standard psychiatric 
texts such as Noyes and Kolb,?0 “these psy- 
choanalytic concepts have laid the basis for, 
and stimulated, the later studies of person- 
ality development.” 

Speaking for the classical analysts, Erik 
Erikson 5 simply says, “psychoanalysis has 
emphasized genitality as one of the chief 
signs of a healthy personality.” Saul?? while 
referring to Freud’s dictum categorizing 
mental health as, “the capacity to work and 


bespeak both the nature of maturity and 
the goal of psychoanalytic therapy. This 
sentiment is also expressed by Karl Men- 
ninger?8 in his book on psychoanalytic 
technique. 

If one is willing to accept these premises, 
then at least two hypotheses can be formu- 
lated: (a) that there is a reduction in the 
level of sexual activity associated with the 
onset of psychiatric illness; and (b) that 
duration of hospitalization is inversely re- 
lated to reported frequency of sexual activ- 
ity prior to the onset of the illness. The 
present study is a preliminary attempt to 
test these hypotheses. 


Method 


A series of 130 randomly selected psy- 
Chiatric patients, 58 male and 72 female, 
between the ages of 21 and 55, were inter- 
Viewed within their first two days of admis- 
Sion to an accredited, traditionally organized 
psychiatric hospital* The structured inter- 
view consisted of the Cornell Index Form 
N2 modified to include additional questions 
designed to measure various aspects of sex- 
ual activity?* By including our questions 
about sexuality within the context of the 
Cornell Index, we hoped to avoid undue 
* The hospital was Essex County Overbrook Hos- 
Pital, which serves Newark and various suburban 
Communities. 
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emphasis on this mode of behavior. Specific 
inquiries were made as to the frequency of 
various forms of sexual activity prior to and 
following the onset of the illness. The onset 
of the illness was determined by asking the 
patients, “when did the difficulties begin 
that resulted in your coming to this hos- 
pital?” The data concerning the sexual 
activity of these psychiatric patients was 
derived solely from the patient’s own state- 
ments. All patients were diagnosed at staff 
conferences and the diagnoses were made ac- 
cording to the criteria contained in the 
American Psychiatric Association Diagnostic 
and Statistical Manual of Mental Disorders. 
Patients carrying the diagnoses of organic 
brain syndromes or mental deficiency were 
excluded from the study. 

The majority of the patients (N-83, 
63.9%) were diagnosed as having schizo- 
phrenic reactions and psychoneurotic reac- 
tions (N-15, 11.5%). Male and female pa- 
tient samples were each divided into seven 
year age levels in order to account for the 
effects of age. 


Results 


Pre- and post-morbid levels of total sexual 
activity (summation of coital, masturbatory 
and homosexual experience) were evaluated 
by means of an analysis of repeated measure- 
ments design in which Sex and Age Level 
and their interaction were the independent 
sources of variance, and Sexual Activity 
(pre- and post-morbid levels) and its inter- 
actions with Sex and Age Level were the 
dependent sources of variance.** 

The analysis indicates that there is a sig- 
nificant difference between the total re- 
ported amount of pre- and post-morbid sex- 
ual activity F (1, 112)=48.31, p .01. The 


** Complete tables are available from the authors 
upon request. 
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pre- and postmorbid means (over age 
groups and sex) reveal that this difference is 
in the direction of decreased postamorbid 
activity. Thus, the first hypothesis, i.e., that 
the onset of psychiatric illness is associated 


with a lowered reported amount of sexual 


activity, was supported. 

The analysis also revealed that there were 
significant differences in sexual activity re- 
ported by the male and female patients F 
(1, 112)=5.16, p .01 and by the various 
age groups F (6, 112)—3.25, p .05. 

The relationship. between length of hos- 
pital stay and total sexual activity prior to 
the onset of the psychiatric illness yielded 
a product moment + of —01 (32df. ns) for 
males and .50 (37df, p .01) for females. (The 
fact that fewer than the total number of 
subjects were used in the correlational an- 
alysis was a function of missing information 
about length of stay), The results, there- 
fore, are at vatiance with the second 
hypothesis, ie. they suggest that there is a 
relationship between length of hospital 
stay and reported pre-morbid amount of 
sexual activity for women but not for men. 


Discussion 

It is evident that the most common 
change that occurs coincident with the on- 
set of mental illness is a reduction in the 
reported frequency of sexual activity. This 
is consistent with the theoretical framework 
outlined in the introduction. That this 
change is reflected in séxual intercourse (as 
revealed by inspections of this data) as well 
as in total Sexual activity lends support to 
the notion that psychiatric illness tends to 
manifest itself in disturbed interpersonal 
relationships. 

The least common change to occur in 
sexual behavior, at the time of the onset 
of illness, was an increase in activity. Again, 
this was true both if sexual intercourse 
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was considered alone or if we considered 
total sexual activity. This finding is in con- 
trast to that of Lukianowicz !5 who showed 
an incréasé in séxual activity in schizo. 
phrenics following the onset of the psy- 
chosis. (Lukianowicz selected only patients 


esr te oo 
It is evident that the most com 
mon change that occurs coinei- 
dent with the onset of mental ill. 
ness is d reduction in the reported. 
frequency of sexual activity. 


with no prior psychotic épisode and whose 
symptoms were of less than two years dura- 
tion.) i 
In 114 patients (87.7%) the direction of 
change in frequency of total sexual activity 
was consistent with the direction of change | 
in frequency of sexual intercourse. It is | 
interesting to examine the 16 patients 
(12.395) for whom this was not true. Nine 
of these had no change in frequency of 
coitus, but a decrease in frequency of total 
sexual activity. All of these nine had a rê- 
duction in frequency of masturbation, with | 
six having no coital activity in the pre or - 
postmorbid period and three whose fre- 
quency of coitus remained constant. One 
patient increased his frequency of inter- 
course, but had a greater proportional de- 
crease in frequency of masturbation. Of 
two patients who increased their total sexual l 
activity at the time of the onset of their ill-” 
ness, without having any coital activity in 
the pře- or post-morbid period, one did $0 - 
by increasing homosexual activity and the 
other by increasing masturbation. One pa 
tient’s decrease in intercourse was exactly 
balanced by his increase in masturbation to | 
produce no net change in total sexual activ- 
ity. Finally, there were three patients who 
had decreased levels of sexual intercourse, 
but whose greater increase in masturbation 
produced an increase in total sexual activity. 
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All age groups in both sexes, with two 
exceptions, showed a significant decrease in 
mean frequency of total sexual activity fol- 
lowing the onset of the illness, In neither 
of the two groups where there was an in- 
crease in total sexual activity was the in- 
crease significant. This idea that psychiatric 


` patients have depressed levels of sexual 


activity is also inherent in a paper by 
Graham ? who reports that, “psychoanalyti- 
cally oriented psychotherapy effects an in- 
crease in frequency of coital activity.” 
Nevertheless, the published studies that 
attempt ta evaluate the relationship be: 
tween mental illness and sexual behavior do 


, not reveal any consistent findings. While 


Langfeldt!? in 1937 observed that schizo- 
phrenics had little interest in the opposite 
sex, more recently Lukianowicz has stated 
that sexual activity of schizophrenics was 
higher than in his control group and that 
in some patients the onset of symptoms was 
related to an increase in sexual activity. 
Klaf and Davis 12 and Moore and Selzer 1° 
report a high incidence of overt homosexual 
activity in paranoid schizophrenics, Camp- 
bell? believes that in manic depressive dis- 
ease, a manic or hypomanic patient is often 
promiscuous and sexually aggressive. Luki- 
anowicz in the paper already referred to 
found a decreased level of heterosexual activ- 
ity in depressed patients, Levine’ states 
that alcoholic patients have diminished 
levels of sexual intercourse. McCulloch and 
Stewart 17 report increased incidences of pre- 
and extramarital coitus in a female psy- 
chiatric population without any relationship 
to diagnostic category, while for males the 


; Pattern is less clear. In this latter study it 


must be noted that the data collected from 
the study subjects, who were outpatients, 
Were compared to the data collected by 
Kinsey (and this will be commented upon 
later). 

In the present study no attempt was 
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made to determine how the pre-morbid level 
of sexual activity in a psychiatric popula- 
tion compared to the level of activity in a 
normal population, While statistical analy- 
sis was not possible, inspection indicates 
that the frequency of coitus for the sample 
of this study usually fell within the range 
of normal yalues postulated by Alfred 
Kinsey.10, 11 

"There is, of course, a question as to the 
validity of the Kinsey data. Clark and Wal- 
lini? for example, challenge the Kinsey 
data from both a statistical and method- 
ological point of view, These authors stress 
that in their study the highly charged and 
intensely personal nature of this material 
led to a significant margin of error in 
Spouses’ testimony about their coital fre- 
quency. Masters and Johnson ^ flatly state 
that, “there are no established norms for 
male and female sexuality in our society.” 

In this context a change in an individ- 
ual's usual pattern of behavior is more 
significant than how this individual differs 
from an alleged established norm, 

That we could not find any significant 
correlation between pre-morbid level of 
sexual activity and duration of illness in 
men does nat necessarily contradict the find- 
ings of Counts and Devlin * who reported 


T n ptm 
Of two patients who increased 
their total sexual activity at the 
time of the onset of their illness, 
without having any coital activit 
in the pre- or post-morbid period, 
ene did so by increasing homosex- 
ual activity and the other by in- 
creasing masturbation. 


that normal prepsychotic sexual experience 
is associated with a more favorable prog- 
nosis. Counts and Devlin used the history 
of dating and of sexual intercourse vol- 
unteered by their study subjects as a mea- 
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sure of sexual experience, while in this 
study reported frequency of sexual inter- 
course was used. Furthermore, these authors 
had the benefit of working in a general 


military hospital where variables could be . 


more easily controlled, in this study, the 
length of hospital stay in a public county 
psychiatric hospital was used as the indica- 
tion for favorable prognosis. 

The problems inherent in comparing the 
effects of hospitalization and eventual dis- 
charge of patients in traditional public psy- 
chiatric hospitals has been raised by Frank." 
He points out that the hospital structure 
with its builtin privilege system, rewards 
conformity and passivity in patients and 
may eventuate in early discharge for some, 
while it may also impede the recovery of 
others who might have greater ego resources 
and who would otherwise have increased 
potential for reintegration. Further, Counts 
and Devlin could also use a reduction in 
number of mandated somatic treatments as 
a measure and of course, such an approach 
to patients is inconceivable in a civilian 
facility. These enumerated differences in 
setting could well account for differences in 
obtained results in men. 

The finding of a positive relationship be- 
tween length of hospital stay and reported 
pre-morbid amount of sexual activity in 
women is quite fascinating and several 
possible explanations present themselves. 
It may be as Leslie Farber ® suggests that, 
"sex for the most part has lost its viability 
as a human experience," and that modern 
woman is driven to match her political 
equality with a similar but elusive biologic 
state. Other writers! have grasped the 
potential tragedy inherent in such a situa- 
tion where females reach for elusive sexual 
goals. It may well be that female patients 
exhibiting the greatest sexual activity seek 
further hospitalization in the hope of re- 
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gaining, or improving upon the sexual per- 
formance present prior to illness. 

In a recent study the senior author, at- 
tempting to elicit factors determining types 
of discharge and progress within the hos- 
pital of an inpatient psychiatric sample, 
could find no criteria other than the nature 
of the relationship between patient and 
doctor to explain the doctor's decision con- 
cerning his patient.?? The suggestion there- 
fore arises that doctors may simply be 
reluctant to discharge their more sexually 
mature and presumedly more interesting 
female patients in their rationale that such 
women may have even more to gain by 
further hospitalization. 

The validity of the data concerning sex- 
ual history in this study, having been ob- 
tained solely from the patients, is subject 
to criticism, some of which has already been 
raised. This criticism, however valid, may 
not be entirely to the point in that the pa- 
tient’s attitude toward sex may yet prove to 
be more important than his actual behavior. 
The recent work of Masters and Johnson 
offers some substantiation for this view. 
While offering little hard data at this time 
and relying heavily on anecdotal material 
these authors conclude that concern over 
their sexual performance led subjects to 
volunteer for their study and these people 
are reported to have invariably gained com- 
petence. 

This study tends to support hypothesis 
that there is a reduction in the frequency 
of sexual activity in an individual afflicted 
with psychiatric illness at the time of the 
onset of that illness. Parenthetically, it 
would not appear from the data that an 
increase in masturbation compensates for a 
decrease in coital activity that occurs coin- 
cident with the occurrence of a psychiatric 
illness. 

Inasmuch as this is a preliminary report 
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of 130 randomly selected patients, the dis- 
cussion has been confined to general trends 
as they have been apparent. What is most 
compelling, is the awareness of how heavily 
largely untested analytic theoretical formula- 
tions are relied upon, especially as they 
touch on human sexuality, and how great is 
the need for increasingly sophisticated tech- 
niques to allow for this validation. 
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Attitudes of Teachers and the Public © 
Toward Mental Illness 


This study reports the results of a survey of attitudes held by a grow 
of teachers and the public regarding: (1) general perceptions of ment 
illness; (2) etiology of mental illness; (3) perceptions of mental ho; 
pitals; and (4) treatment of the mentally ill. A comparison of the atti- 
tudes shows a positive consensus between the two groups regarding — 


general perceptions of mental illness and mental hospitals that is best — 


described as “enlightened”. An absence of consensus was found in their -. 
attitudes about the etiology and the treatment of mental illness. The 
general public expressed old stereotyped ideas about causes of mental — 
illness more frequently than the teachers. However, the public appears 
ositive about treatment than the teachers, who seem to be uncer. 
tain about haw mental illness should be treated. 


more 


Introduction 


The results of recent studies suggest that 
a positive change is taking place in the atti- 
tudes of citizens regarding mental illness, 
the mentally ill, mental hospitals, and allied 
psychiatric prafessions.4 5, 8, 11, 12 

One important source for influencing 
both the mental health levels of the nation 
and the attitudes of the people is the formal 
educational system. Because of the univer- 
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sal and compulsory nature of the ed! 
tional system in this society, very few | 
sons in this country avoid attending sc 
during the formative years of their I 
As a result of this, the American school 
tem is in a tremendously influenti 
tion for conditioning the mental heal 
attitudes of future generations. This 
is well documented in the monograph 
Role of Schools in Mental Health. 
The school system is represented 
public by the teacher in its day-to-day 
ations. The teacher not only plays 
strumental role in the socialization of cl 
dren, but also has a tremendous influe 
on the emotional life and adjustment 

child. 
MENTAL 
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In view of the crucial role of teachers in 
the formation of attitudes, it is important to 
ascertain the attitudes about mental illness 
held by them. It is equally important to 
know the extent of consensus between the 
attitudes of teachers and the general public 
which they serve since this consefisus is 
necessary ih order for the system to fuñe 
tion smoothly, This does not necessarily 
inéan that the httitudés of the two grotips 
will always be exactly the same; the world 
is too compléx for sách consistency, and 
80 sorhe lack of consensus between the two 
groups is acceptable and realistic. However, 
the gap between the two cannot be too 
. broad or life would be fraught with critical 
difficulties both for the school system and 
the public which supports it; 

Because of the importatice of knowing 
and uriderstanding the attitudes about men- 
tal illtiess held by teachets and the public, 
the Community Psychiatry Section of the 
Departrnent of Psychiatry at the University 
of North Carolina undertook a study to 
determine these attitudes. The purpose of 
this paper, then, is to report the results of a 
recent survey which provides data relevant 
to these issues. 


sibility for mental illness iri the coniniunity, 
and the stigma áttached to mental illness. 
An area sampling technique was em: 
ployed to secure a random sample of 1,405 
"general public" réspondents living in threé 
predominantly rural counties in North 
Gatolina and Viigiiiia. The sample eati be 
described as follows: It is a highly rural añd 
stable püphlatiod consisting of d rhtio Of 
whites and non-whités proportionate tò thé 
1960 census aiid am üpprosimately equal 
nurüber of both séxes. The &pé cohposi- 
tion is 20 through 69 years with all groups 
represented. The people in this sarnple are 
highly stable in terms of spatial mobility. 
This is reflected in the data which indicate 
that 79 percent have lived in their respective 
communities more than 20 years, and better 
thah four of ten havé not moved in the past 
ten yéars. Most of the respondents are mar- 
ried (82 percent) and a smaller number are 
widowed, divorced, or single. For thé most 
part, the respondents have been reared and 
have spent most of their lives on a rural 
farm or in a small town (86 percent). They 
are poorly éducated, two-thirds having less 
than a high school education and only five 
percent having comipleted college. Because 


The stereotype of a mental hospital as a "snake-pit" or “mad- 


house" has d 


Samples and Method 


A questionnaire containing 157 items 
was used in gathering the basic data. It 
was designed to elicit the following informa- 
tion and attitudes: (1) background data 
such as age, race, sex; mobility, and other 
demogtaphic data; (2) thé attitudes of re 
Spondents toward mental illness, the men- 
tally ill and mental health profeisiorials; 
and (3) the extent of social distance from 
the mentally ill, feelings of EE respon- 
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iminished considerably in recent years. 


of this lack of éducation, most of the re- 
spondents are unskilled or semi-skilled 
workers, and there are very few professional 
people in the sample. Consistent with this, 
the income of the sample is extremely low, 
with better than two of five respondents hav- 
ing incomes below the poverty level and 
seven of ten respondents having a total fami- 
ily income of less than $6,000 a year. 
Three hundred ninety-six elementary and 
secondary school teachers were requested to 
participate in this study. Questionnaires 
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were left with the teachers to complete at 
their convenience. A total of 360, or 91 
percent of the questionnaires were returned 
in a usable form. The teacher sample can 
be described as follows: There are approxi- 
mately an equal number of whites and non- 
whites in the sample. Similar to the sample 
of the general public, this group is highly 
stable in terms of geographic mobility. Dur- 
ing the past ten years 42 percent have never 
moved, and an additional 33 percent have 
moved less than twice. Four of ten of these 
teachers were born and reared in a rural 
area, while 50 percent reported they were 
brought up in a small town environment. 
Less than 10 percent spent most of their 
lives in a large city. Fifty percent of the 
teachers have lived in the same area for 
more than 20 years while an additional 14 
percent spent some 10 to 20 years in the 
same area. Only 15 percent have spent less 
than five years in the community. 


General Attitudes About Mental Illness 


A majority of teachers and the public 
share the viéw that mental illness is the 
most serious health problem in the country, 
while a similar number perceive that at 
least one of every ten people in the country 
has some form of mental or emotional ill- 
ness needing treatment. Both groups are in 
overwhelming agreement with regard to the 
recognition that mental illness takes many 
forms with varying levels of severity, and 
that the behavioral manifestations of mental 
illness are not the same for all persons 
afflicted. Alcoholism is now considered in 
the category of mental illnesses by slightly 
more than eight of ten respondents. As far 
as prevention of mental illness is concerned, 
both groups are highly optimistic that pre- 
vention is possible. In response to the state- 
ment that “a lot can be done to prevent 
mental illness,” 88 percent in both groups 


` these particular questions can best be de 
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expressed a positive response. Even hen 
mental illness strikes a person, 82 percent of 
the public and 89 percent of the teachers 
expressed the view that successful treatment 
could be accomplished for that person, 

An overall look at the responses to these 
attitude items suggests that the educational. 
efforts of the government and voluntary. 
agencies concerned with mental health, as 
well as the mass media, are having some im- 
pact on the attitudes of these groups. Fur 
ther, the overwhelming positive-response to 


scribed as an "enlightened" outlook. This is 
not meant to imply that all of the attitudes | 
held by these groups are “positive” or a 
lightened”; but most of them are. As the 
following pages illustrate, some of the at- 
titudes, especially those reflecting the etiol- 
ogy of mental illness, are quite archaic in 
outlook. Nevertheless, the overall atti- 
tudinal picture presented by these people - 
furnishes evidence for the contention that _ 
the traditional ways of thinking about men- 
tal illness are beginning to diminish. — 


Attitudes Regarding the Etiology of . 
Mental Illness E 


A series of attitude statements was de 
signed to measure the extent of acceptance 
or rejection of the old stereotype notions” 
of the etiological factors causing mental 
illness, As Table 1 illustrates, the content 
of these items reflects hereditary, moralistic 
or organic explanations for mental illness, 
A positive response to these statements in- 
dicates a cultural lag in attitudes in terms. 
of the available knowledge of the etiological _ 
factors associated with mental illness. An 
examination of Table 1 indicates that the 
cultural lag is much greater among the gen- ~ 
eral public than among teachers. On eveni 
item the percentage of the public's positive 
responses is higher—in some cases as much 
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TABLE 1 
Percentage Comparison Between Teachers and the General Public 
Regarding the Etiology of Mental Illness 
‘Teachers General Public 

N=360 N=1405 
Neutral Neutral 
Don't Don't 


Etiology of Mental lillness Scale Items 


l.Some people are.just bgrn mentally unstable and 
are almost certain to end up in a mental hospital. 


2.0ne of the main causes of mental illness is the 
patient's lack of moral strength and character. 


3. In most cases, mental illness can be traced back to 
an old infection or head injury. 


` 4 There would be fewer mentally ill people today 


if we went back to the school of hard knocks. 


5.People would mot become mentally ill if they 


avoided bad thoughts. 


as three times as high—than those of the 
teachers. It should be noted, however, that 
teachers exhibit a pattern of uncertainty in 
their responses more often than the public. 
These findings suggest that effotts must be 
intensified to educate the public regarding 
the etiological factors involved in mental 
illness. As long as these moralistic attitudes 
remain, coping with problems of mental 
illness will be much more difficult. Since 
teachers for the most part reject these no- 
tions, it is hoped that they will be effective 
in eliminating these antiquated ideas in 
future generations of citizens. à 


Attitudes Toward Mental Hospitals 


Mental hospitals have traditionally been i 


viewed negatively. During the past several 
decades, however, with the introduction of 
tranquilizing drugs after World War II 
and the movement toward a more “open” 
hospital environment and treatment in the 
community, vast changes have taken place 
in mental hospitals. But does the general 
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Agree Disagree Know Agree Disagree Know 
40 36 24 78 15 7 


20 54 26 51 35 14 
13 77 20 49 40 12 
15 62 23 47 40 13 


10 75 15 97 51 12 


public know about these changes? Possibly 
not, according to Hunt who comments in 
his book, Mental Hospital, “. . . it is rea- 
sonable to suppose that the general public 
is at least equally unaware of it (the 
changes); indeed, the long-standing literary 
tradition in which every mental hospital is 
pictured as a hellish bedlam has thoroughly 
conditioned the public to see and hear only 
evil of them, and to overlook or forget the 
good that has been emerging of late,” ° 

* The data in the present study and others 
suggest that the public, if the attitudes 
they express are any indication, is well 
aware of the changes in mental hospitals. 
The stereotype of a mental hospital as a 
“snake-pit” or “mad-house,” has diminished 
considerably in recent years. This is not to 
say that mental hospitals have been accepted 
on the same basis as general hospitals, but 
the trend seems to be in the direction of a 
perception of better care and more effective 
treatment for the mentally ill rather than 
one of a place which is considered a “dump- 
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ing" ground for misfits and social deviants 
in the community. 

The findings in the present study indicate 
some uncertainty and some rather firm at- 
titudes on the part of both teachers and the 
public. Almost all (93 percent) of the teach- 
ers and most of the public (80 percent) 
firmly reject the notion that little can be 
done for patients in a rental hospital èx- 
cept to see that they ate comfortable and 
well fed. At the same time, teachers appear 
to be uncertain in their view of the hospital 
as a prison-like institution whose major 
purpose is not to care for the mentally ill 
but to protect the community from them. 
The attitudes of the public in this respect 
aré somewhat firmer: at least 70 percent feel 
that mental hospitals are needed to protect 
the community. In this connection, the 
public is much more likely (44 percent) to 
hold the belief that mental hospitals should 
be surrounded by a high fence and guards 
than are teachets, of whom only 11 percent 
expressed this attitude. Similarly, a larger 
proportion of the public (21 percent), rela- 
tive to the teachers group (7 percent), 
thinks that mental hospitals should be 
placed in a location where they are not 
highly visible. It should be remembered, 
however, that 74 percent of the public and 
86 percent of the teachers do not hold this 
attitude. Thus for an overwhelming major- 
ity of both groups the attitude is positive. 
Finally, both groups overwhelmingly deny 
the rather pessimistic view that of the many 
people entering mental hospitals, only a 
few ever leave. Teachers, however, are 
slightly more inclined to have an optirnistic 
attitude about the eventual release of a pa- 
tient than the general public. 


Attitudes Toward the Treatment of 
Mental Illness 


The treatment of mental illness has à 
sad and fascinating history.5,7 In earlier 
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ages treatment was based upon the premise 
that the ill person was possessed by evil in- 
habiting his body. It seemed logical there- 
fore to perform rites of exorcism to effect a 
cure which in most cases meant torture and 
pain for the hapless victim. 


... the 
than teachers, believes there is a 
relationship between a person's 
station in life and the kind of 


jeneral public, more so 


mental illness. 
———— 
Modern treatment techniques range from 
individual or group psychotherapy to 
organic therapies which take place in a 
variety of settings such as an outpatient 
clini¢ in the local community or the state 
hospital. Where, when, and how a person 
will be treated for a mental illness is pri- 
marily à function of the availability of treat- 
ment agencies and personnel and their cost. 
Just as important are the attitudes of the 
patients, their families, arid psychiatric per- 
sonnel toward mental illness and its treat- 


treatment he would receive for 
7 


tient. In order to gain an increased under — 
standing of the attitudes of the public atid — 


teachers, questions were designed to explore 


the following attitudinal dimensions: (1) - 
the efficacy of treatment; (2) whether treat — 
tient in the community is better than treat — 


ment in a mertal hospital; (3) whether 
treatment is designed to manage patients 
rather than cure them; (4) comparison of 
treatment methods for physical illnesses and 
mental illness; and (5) the influence of 
social class oti the type of treatment d person 
receives. 

There appears to be a lack of consensus 
between teachers atid the public regarding 
attitudes toward the treatment of mental 
illness. The public consistently exp 
a higher positive response to the attitude 
statements than did teachers. Teachers, to 
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4 greater extent than the public, expressed 
a great deal of ambivalence in responding to 
these statements, thus accounting for much 
of the lack of consensus. 

Finally, an attempt was made to find out 
how sensitive the teachers and the general 
public are to the idea of social class position 
influencing the type of tréütmént à person 
would receive. There is a vast amount of 
literature investigating this relationship, 
beginning with the classic study, Social 
Class and Mental Illness? In this study a 
significant relationship was shown between 
social class position and the type of treat- 
ment a peréon received. Lower class persons 


. Were riore likely tö receive drüg therapy or 


be incarcerated in a metital institution. 
Upper class persons, on the other hand, 
would tend to be treated by mieans of psy- 
thothérapy for rather extensive periods of 
time. It was thought that thésé findings 
resulted from the cost of the various kinds 
of treatment, but when this factor was 
controlled, it was found that it made very 
little difference in terms of the acceptance 
of a lower class person for treatment??? 
At any rate, the general public, more so 
than teachers, believes there is à relationship 
between a person's station in life and the 
kind of treatment hé would receive for à 
mental illness. It should be pointed out, 
however, that this view is held by less than 
46 percent of the public and only 33 percent 
of the teachers, indicating a great deal of 
uncertainty among both groups. 

In brief, the overall response pattern of 
the teachers, and to a lesser extent that of 
the public, indicates quite a bit of uncer- 
tainty with regard to the treatment of men- 
tal illness. On nearly all of the attitude 
statements three of ten teachers were neutral 
or responded with a "don't know” to the 
attitude statement. To a much lesser degree 


. this was also true of the general public. It 


Would seem then that this would be a fertile 
Voi. 85, No. 5, July 1971 


$29 


area in which an educational ptogram 
focusing on as of treatment would be 
beneficial both to teachets and the genéral 
public. 


Summary 


This study reports the results of a survey 
of attitudes held by a group of teachers arid 
the public regarding: (1) general percep- 
tions of mental illness; (2) the etiology of 
mental fllnéss; (3) pétceptions of mental 
hospitals; and (4) the treatment of the men- 
tally ill. A comparison of the attitudes 
shows à consénsus between thé two groups 
with respect to genetal perceptions of men- 
tal illness, The positive nature of these ré- 
sponses is best described as "enlightened" 
in outlook. An absence of consensus was 
found, however, in their attitudes about the 
étiology of mental illness. The general 
public expressed old stereotyped notions 
about the causes of mental illness consider- 
ably more often than the teachers. Because 
of this, a cultural lag in attitudes exists to a 
greater extent among the general public 
than among the teachers. 

While teachers’ attitudes toward mental 
hospitals are relatively more favorable than 
those of the gérieral public, both groups can 
be described as having positive attitudes 
toward mental hospitals. Evidence is pre- 
sented that the current view of mental 
hospitals is changing and this change is in 
a more favorable direction. Finally, a lack 
of consensus was discovered between teach- 
ers and the public regarding attitudes to- 
ward the treatment of mental illness. On 
this dimension the public appears to have 
a more positive outlook than the teachers, 
who can best be described as uncertain or 
ambivalent with respect to how mental ill- 
ness should be treated. 

The overall attitudinal picture presented 
by both groups then, with the exception of 
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the public's view of the etiology of mental 
illness, furnishes additional evidence for 
the contention that the traditional stereo- 
typed ways of thinking about mental illness 
are in the process of change in a more favor- 
able direction. 
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Defects of the Disease Concept 


With the founding of the Yale School of 
Alcohol Studies in 1940 the authoritative 
| voice of science lent support to the view 
that moderate alcohol use was rarely harm- 
ful and that misuse was associated with an 
"alcoholic" (sick) pattern of drinking. A 
person who suffered from the disease “alco- 
holism,” by definition, could not drink 
moderately; therefore if one was able to 
drink moderately he could hardly be the 
Victim of the disease. The subsequent cam- 
paign to promote the public acceptance of 
the “disease” concept, while achieving hu- 
Manitarian goals, also ultimately created 
Sea S  — 
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Alcoholism Research and Resistance to 
Understanding the Compulsive Drinker 


This review suggests that the wider implications of the disease con- 
cept of alcoholism have progressively created a potential hindrance to 
the advancement of scientific knowledge concerning alcohol abuse. The 
disease concept, furthermore, has influenced research, therapy, and 
public sentiment relating to alcohol abuse in this country, to the virtual 
exclusion of other approaches. Evidence indicates that some recovered 
alcoholics do learn to drink normally, and a reevaluation of existing 
treatment goals and research techniques is suggested. 


direct resistance to a better understanding 
of compulsive drinking. 

The chief defect of the disease concept of 
alcoholism was and still is that it lacks sci- 
entific validity.18 Despite numerous at- 
tempts to establish a physiological or 
biochemical explanation of compulsive 
drinking, no such causes have been isolated. 
If uncontrolled drinking were really a dis- 
ease in the sense that the term is used in 
medical practice, physicians would not have 
abrogated their responsibility to treat the 
disease and turned this job for all intents 
and purposes over to mutual-help organiza- 
tions made up of laymen with a history of 
drinking problems.?5 The assertion that al- 
coholism is a disease, aside from its value 
in protecting the compulsive drinker from 
moral condemnation, is about as useful as 
claiming that juvenile delinquency is a dis- 
ease. It is in truth no more than a slogan. 
The term “alcoholism” is probably best de- 
scribed as only a term; one which describes 
behavior characterized by habitual uncon- 
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trolled drinking." In this sense it is neither 
a "disease" or a “disgrace.” * Instead of a 
weakness of will or character, a description 
of alcohol as a disease substitutes the image 
of concrete physical pathology (a defect in 
the body) for what must ultimately be 
recognized as a complicated set of impulses, 
feelings, thoughts, and acts. 

Moreover, general acceptance of the dis- 
ensa coricdpt of alcoholism has, by default, 
led to an exclusive concern with alcoholism 
presided over by those individuals who see 
themselves a$ victims of the disease—prob- 
lem dtinkers who of their own efforts and 
the help of others like themselves have be- 
come rmon-dtinkers. To the extent that 
these efforts have provided a source of help 
and some solutions to some of the problems 
of some drinkers, the work of AA can only 
be commended. Unfortunately, this ap- 
proach is not effective for all compulsive 
drinkers. 

Even more regrettable, the AA viewpoint 
(of physical “disease,” the necessity for ab- 
stinénce, étc) has come to dottiinate all 
attempts to tihderstand and cope with prob- 
lem dtinking—to the virtüal exclusion of 
other approaches. This testrictive and often 
misleading orientation has markedly in- 
fluenced research, therapy,15 25 and püblic 
sentiment reláting to alcohol in this country. 
This “patty line" continues to be promoted 
by a growing bureaucracy staffed by self 
designated "arrested" alcoholics. "These lay 
"experts" occupy influential positions in 
local, state and national programs relating 
to alcohol misuse. Strong presstires to 
operate within the confines of the disease 
concept of alcoholism has resulted in the 
distortion and suppression of Scientific 
findings relating to alcohol abuse.29 


* "Alcoholism . . . Disease or Disgrace?,” a booklet 
by Arthur Cait, Ph.D., published in 1959 by Koster- 
Dana Corporation, New York. 
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Normal Drinking in Recovered Alcoholics 


Is alcoholism really an incurable disease? 
Must alcoholics look forward only to a life 
time of living with their “disease” hoping 
to remain sober “one day at a time”? Is it 
factual to say that alcoholism can never b 
cured but only arrested? A “yes” answer 
these questions would not jibe with the 
évidence to date. Gain’ hfs distinguished 
two typés of ex-alcoholics: the recovered, and 
the cured.** The recovereds are those indi. 
viduals (apart from Abstinent AAers) who 
successfully give up both alcohol and Alco- 
holics Anonymous (and/or psychotherapy), 
Such people return to the mainstream of | 
American life no longer fighting to remain! 
abstinent day in and day out. 

Those who have actually become cured 
represent the final stage in the ex-alcoholic’s | 
return to normality. These people may 
either drink socially, or choose not to drink. 
Most importantly, as Cain points out, the 
cured alcoholic who decides not to drink 
again is not prompted by fear, he knows | 
that if he was so inclitied, hé could drinki 
socially without harm to himself or othéts. l 
Apparently, some have tüade the decision | 
to dink socially, and with success: 

Alcoholic ctires as described have äp 
peared in professional journals site. 
1951,5, 8, 12, 13, 14, 16, 17, 19; 21, 22, 25, 26, 29; 81 

Of interest here, first, is the work of Selzet 
and Holloway 2° who reported 13 confirmed, 
alcoholics becoming social drinkers, and 
that this fact “. . . seems to warrant a second 
look at the long-cherished theory that no 
alcoholic can ever become a moderate | 
drinker.” Later, Moore and Raimseur? 
found five alcoholics who became well-con- | 
trolled social drinkers. These researchers 
felt that the widespread belief of confirmed 
alcoholics never becoming social drinkets 
did not hold true for those particular it- | 


**... an incongruously borrowed medical term. 
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Alcoholism research 


dividuals studied. Davies published the 
first study devoted exclusively to cured al- 
coholics and it would not be an overstate- 
ment to say that his research caused quite 
a furor in the field of alcoholism treatment 
and investigation. After following certain 
cases from seven to eleven years, and finding 
seven cureds, Davies stated; “This conclu- 
sion has considerable bearing on current 
views about the etiology of alcohol addic- 
' don," Views stressing "irreversible bio- 
chemical” or “irreversible personality 
changes” as causes of alcoholism, in other 
words, required a second look. Pattison et 
| al?* succinctly stated that “some alcoholics 
- apparently do manage to return to normal 
drinking . . , the patient who is abstinent 
has not necessarily achieved a return to 
normal living or adjustment. In part, due 
to psychiatric abdication, lay groups have 
| taken the lead in treatment, but not with- 
Out detriment to scientifically conceived 
treatment programs.” 

A self-help group in Finland known as 

_ the Polar Bears is operating on the assump- 
tion “that the universally overwhelming 
hindrance to a recovery from addicted 
drinking is the alcoholic being told that al- 

- holism is an incurable illness, forcing him 

; to lifelong abstinence.” 6 Furthermore, "it 
is rather depressing . . . to have to realize 
that hinting at the possibility of a recovery 

_ to the victims of the prevailing concept of 

alcoholism, is actually like showing a red 
Tag to a bull.” 

Recognition of the tendency of experts 
(professional and otherwise) to react with 
hostility to any deviation from the standard 

disease view is confirmed by Selzer 8° com- 

. Menting on Davies.8 Selzer told of an agency 

that provided funds for his study virtually 
ordering him and his colleague “. . . to omit 
these ‘embarrassing’ findings [the alcoholics 

Who later became social drinkers]" and ^. . . 

àt a psychiatric meeting where the paper 
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was presented, a prominent colleague arose 
to state that the 13 subjects were probably 
not alcoholics, Similar episodes followed,” 
What Selzer said in a following paragraph 
probably summarizes best the psychological 
motives of the people working in the field: 


Perhaps another important reason for 
the almost reflex rejection which I have 
described above is that many people 
working in this field are alcoholics them- 
selves who are compelled to remain 
abstinent. It may be especially difficult 
for the alcoholic who must remain dry 
to accept the idea that others can re- 
cover and drink socially. To hear of the 
“success” of others may be frustrating 
—and those workers prefer not to hear 
about it since it also upsets their treat- 
ment concepts. Granted that experi- 
mentation will yield discouraging 
relapses in moi og ashe is not 
sufficient excuse for prejudiced persons 
to aly the truth. [present author's 
italics]. 


On one hand, the best medical opinion 
agrees that alcoholism is not a disease in 
the sense that tuberculosis, cancer, or polio- 
myelitis are diseases, The authors of the 
American Medical Association's (1967) 
Manual on Alcoholism appear eager to af- 
firm an "alcoholism" disease-entity, but in 
light of the paucity of evidence to support 
such a claim, they do not take a firm stand 
on this position. Instead, the subject is 
treated equivocally in three short para 
graphs under a subtitle, "Is Alcoholism 
Really an Illness?” Furthermore, alcohol- 
ism is listed under the category "socio- 
pathic personality disturbance" in the 
American Psychiatric Association's Diag- 
nostic and Statistical Manual of Mental Dis- 
orders (1968), thus implying that compulsive 
drinking is a behavior with psychological 
and social determinants. 

Yet, suggestions that alcoholism is a dis- 
ease (of some sort) are found in the Journal 
of the American Medical Association? * Al- 
ways, the concept gets semantically bogged 
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down on the moral questions of indi- 
vidual, social and legal responsibility. These 
problems are inherent in the attempts to 
fit all deviant or "abnormal" behavior into 
the medical model?5.33,3* These attempts 
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'These investigators found that the per- 
centage of patients who achieved normal | 
drinking varied with the treatment phi- 
losophy of the clinic. 

In other words, it may be that more al- 


It may be especially difficult for the alcoholic who must remain 
dry to accept the idea that others can recover and drink 


socially. 


become even more untenable when we learn 
that “alcoholism” has a higher rate in males 
than in females, differs in magnitude across 
religious and ethnic groups, and disappears 
with increasing age. In reference to the 
latter, Drew ! demonstrated statistically 
that ". . . a significant proportion of this 
disappearance is probably due to spon- 
taneous recovery.” He further notes, "It 
is interesting that this type of observation 
has been so generally ignored while the con- 
cepts of ‘irreversibility’ and ‘loss of control’ 
. .. have generally and tenaciously been ac- 
cepted and have each been the premise of 
much investigation and treatment.” 

Sargent,?8 commenting on Moore's 2° plea 
for a “. . . stronger emphasis on the con- 
ception of alcoholism as a mental illness,” 
suggests that theories in the behavioral sci- 
ences or social medicine should be com- 
patible with variation among cultures. The 
prevailing disease concept of alcoholism 
falls short of this goal. Culture bound con- 
ceptions of alcoholism should be avoided. 
One of the reasons ". . . for unsuccessful 
outcome in treating alcoholics is that nearly 
all types of intervention unintentionally re- 
sult in the reinforcement of the deviant 
role." 

The research of Gerard and Saenger 1? is 
related to Sargent's observation. Their find- 
ings indicate that the percentage of alco- 
holics who develop the capacity to drink 
normally varied from 0% in one clinic to 
fully y of the patients in another clinic. 


coholics do not develop the capacity to ' 
drink in a normal fashion because they 

aren't being "taught" to do so in therapy. 

A therapist's attitude concerning the very 

nature of alcoholism might affect the sub- 

jective probability that the therapist gives’ 
to an alcoholic's recovery. This message | 
could be communicated covertly, and have | 
substantial influence on outcome, without | 
explicit verbalization. There is ample evi- | 
dence from experimenter-effect and role- | 
expectancies studies to suggest this possibil- 

ity. 

As has been pointed out, no concrete evi- 
dence to date indicates that alcoholism is | 
physiologically inherited, nor is there evi- 
dence of an alcoholism entity, or "germ" 
(i£ you will. *Among the many forms of 
‘alcoholic’ behavior, there can be found no 
set of symptoms and signs of a single dis. 
ease type.” 18, 28,32 Not even heavy drink- 
ing over many years necessarily leads to al- 
coholism. Jj 

Since we cannot assume on the basis of | 
scientific evidence that any particular disease 
entity exists, a paradox in the treatment of 
alcoholism exists nonetheless. This para 
dox is the requirement of abstinence as the - 
goal of treatment—even when treatment | 
follows from a behavioral view of the dis | 
order—because the requirement of abstin- 
ence is inextricably linked to the physio- - 
logical disease concept. Professionals who 
dismiss the possibility of cured alcoholism 
are in all probability doing so because they 
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believe in an irreversible bio-physiological 
proces. From this formulation, it follows 
that alcoholism is "an incurable disease,” 
since a biological, chemical, or surgical cure 
has not been found. An additional irony is 
that the biological, chemical, or surgical 
cure being sought is for a "disease" that 
hasn't been shown to exist. The definition 
of alcoholism as a "disease" presumes the 
theory. The explanation is part of the 
description, which at best is highly inferen- 
tial. “The presence or absence of a bacillus 
is a permissible part of a definition because 
it is directly and reliably measured. This is 
not the case for terms that are not opera- 


+ tionally defined.” 3* This is not the case for 


the term “alcoholism” as it is prevalently 
used, Physiological effects of excessive drink- 
ing should not be construed as physiological 
causes of the behavior. 

No matter how much negative evidence 
has been gathered, it is always possible to 
argue that procedural innovations may be 
successful in producing a biological model 
of alcoholism, As negative results accumu- 
late, however, one begins to place greater 
credence in the sociopsychological view as 
it pertains to the etiology and treatment of 
this behavior disorder. 


Conclusion 


The “alcoholism is a disease” slogan has 
gone far beyond the establishment of a more 
humane view of the alcoholic and his plight. 


The placing of “alcoholism” within the 


Physically-construed medical model of ill- 
hess has worked a detrimental effect on the 
public's conception of alcoholism, the alco- 
holic’s understanding of his own condition, 
and has created a hindrance to the advance- 
ment of scientific knowledge concerning 
alcohol abuse. 

The proposals contained within the 
Present review do not reccommend that 
therapists experiment with alcoholic pa- 
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tients by encouraging normal drinking as a 
long-range goal. Rather, it is suggested that 
therapists and researchers alike include for 
investigation: (1) a reevaluation of the 
existing assumptions concerning overall 
treatment goals and the criteria used for 
assessing. "successful" post-treatment out- 
comes; 12,25 (2) ideographic or factorial 
studies of those people who have become 
normal drinkers and socially adjusted, 
“healthy” individuals; (3) investigations 
into the relationship between therapist at- 
titudes and patient outcome, i.e., “therapist- 
effect"; and (4) that no official and semi- 


... the widespread belief of con- 
firmed alcoholics never becoming 
social drinkers did not hold true 
for those particular individuals 
studied. 


official agencies preclude the possibility that 

recovered alcoholics can drink in a socially 

acceptable, non-pathological manner. 
“What is known depends upon how it is 
known. If the basis of information is not 
clear, it is difficult to evaluate it, to in- 
tegrate it meaningfully, or to use it in 
making decisions. Science is a discipline 
to improve the utilization of information 
gained from experience” (p. 36). If a 
particular theory does not utilize data 
based on these scientific procedures, it 
may very well be asked whether it is a 
reasonable basis for the treatment of 
human beings.” *4 


REFERENCES 
1. American Medical Association. Manual of Alco- 
holism, 1967. 
2. American Medical Association, Queries and 


minor notes: Alcoholism as a medical illness, J. 
Amer. Med. Assn., 164:506, 1957. 

3. American Medical Association. Queries and 
minor notes [report to the American Medical As- 
sociation Convention House of Delegates], J. Amer. 
Med. Assn., Feb. 12, 1968. 


336 


4. American Psychiatric Association. Diagnostic and 
Statistical Manual of Mental Disorders (2nd Ed.) 
Washington: American Psychiatric Association, 1956. 


5. Bailey, Margaret B. and Stewart, Jean. Normal 
drinking by persons reporting previous problem 
drinking, Quart. J. Stud. Ale., 28;305-315, 1967. 


6. Brunn, K. The Polar Bear Approach to Alco- 
holism, Twelfth International Institute on the Pre- 
vention and Treatment of Alcoholics (Prague, June 
l8th-24th, 1966) Vassa, Finland: 1966. 

7. Cain, A. H. The Cured Alcoholic, New York: 
The John Day Co., 1964. 

8. Davies, D. L. Normal drinking in recavered al- 
cohol addicts, Quart, J. Stud. Alc., 23:94-104, 1962. 
9. Davies, D. L. Normal drinking in recovered al- 
cohol addicts; response by Dr. D. L. Davies. Quart. 
J. Stud. Alc., 24:330-332, 1963. 


10, Davies, D. L. Normal drinking in recovered Al- 
coha] addicts (comment by various correspondents), 
Quart, J. Stud. Alc., 24:109-121, 330-332, 1963. 
ll. Drew, L. R. H. Alcoholism as a self-limiting 
disease, Quart. J. Stud. Alc., 29:956-967, 1968, 


12. Gerard, D. L. and Saenger, G, Outpatient treat- 
ment of alcoholics: A study of outcome and de- 
terminants, Toronto: University of Toronto Press, 
1966, 

13, Hacquard, M., Beaudoin, M., Derby, G, and 
Berger, H. Contribution à l'étude des resultats 
eloignés des cures de désintoxication ethylique, Rev. 
Hyg. Med. Soc., 8:680-709, 1960. 


14. Harper, J. and Hickson, B. The results of hos- 
pital treatment of chronic alcoholism, Lancet., 2: 
1056-1059, 1951. 


15. Hill, Marjorie J. and Blane, H. T. Evaluation 
of psychotherapy with aleoholics: A critical review, 
Quart. J. Stud. Alc., 25:76-104, 1967. 


16. Kendell, R. E. Normal drinking by former al- 
cohol addicts, Quart. J. Stud, Alc., 26:247-257, 1965. 


17. Lemere, R. What happens to alcoholics, Amer. 
J. Psychiat., 109;674-676, 1953. 
18. Lester, D. Self-selection of alcohol by animals, 


human variation and the etiology of alcoholism, 
Quart. J. Stud. Alc., 27:395-438, 1966. 


19. Moore, R. A. and Ramseur, F. Effects of Psy- 
chotherapy in an open-ward hospital on patients 
with alcoholism, Quart. J. Stud. Alc, 21:233-252, 
1960. 


VERDEN AND SHATTERLY 


20, Moore, R. A. The conception of alcoholism as a 
mental illness, Quart. J. Stud. Alc., 29:172-175, 
21. Morsier, G. de and Feldman, H. Le traitement 
de l'alcoolisme par l'apomorphine; étude de 500 
cas, Schweiz. Arch. Newrol. Psychiat., 70:484-440, 
1952. 

22. Nørvig, J. and Nielsen, B. A follow-up study 
of 221 alcohol addicts in Denmark, Quart. J. Stud. 
Alc., 17:633-642. 


23. Pattison, E. M., Headley, E, B., Gleser, G. C. and 


Gottschalk, L. A. The relation of drinking patterns — 
to over-all health in successfully treated alcoholics, . 


Read at the 121st Annual Meeting of the American 
Psychiatric Association, May 3-7, 1965. 

24. Pattison, E. M. A critique of alcoholism treat- 
ment concepts; with special reference to abstinence, 


25. Pattison, E. M., Headley, E. B., Gleser, G. C. and 
Gottschalk, L. A, Abstinence and normal drinking; 
an assessment of changes in drinking patterns in al- 


| 
Quart, J. Stud. Alc., 27:49-71, 1966. 
: 


coholics after treatment, Quart, J. Stud. Ale, 23: 
610-683, 1968. 

26. Pfeffer, A. Z. and Berger, S. A follow-up study 
of treated alcoholics, Quart, J. Stud. Alc., 18;624- 
648, 1957. 

27. Reinert, R. E. and Bowen, W. T. Social drink- 
ing following treatment for alcoholism, Bulletin of 
the Menninger Clinic, 32:5, 280-290, 1968. 

28. Sargent, Margaret J. The conception of alco- 
holism as a mental illness: comment on the article 
by R, A, Moore and a sociological alternative, Quart. 
J. Stud. Alc., 29:974-978, 1968. 

29. Selzer, M. L. and Holloway, W. H. A follow-up 
of alcoholics committed to a state hospital, Quart. 
J. Stud. Alc., 18:98-120, 1957. 


30. Selzer, M. L, Comment on D. L. Davies’ Normal 
drinking in recovered alcohol addicts, Quart. J: 
Stud. Alc, 24:19-20, 1963. 


31, Shea, J, E. Psychoanalytic therapy and alcohol- 
ism, Quart. J. Stud, Alc., 15:595-605, 1954. 


32. Sutherland, E. H., Schroeder, H. G. and Tor 
della, C. L. Personality traits and the alcoholic 
Quart. J. Stud, Alc., 11:547-561, 1950. 


33. Szasz, T. The myth of mental illness, New York: 
Hoeber-Harper, 1961. 


34. Ullman, L. P. and Krasner, L. A psychological 
approach to abnormal behavior, Englewood Cliffs 
New Jersey: Prentice-Hall, Inc. 1969. 


MENTAL HYGIENE © 


Marguerite E. Elder, A.C.S.W. 
Paul E. Weinberger, D.S.W. 


A Family Centered Project in a 
State Mental Hospistal 


This article reports on a survey of former patients who had been 
treated at a family-centered program at Patton State Hospital. Findings 
indicated that the 48 respondents were functioning well in their home 
commutnities and were maintaining stable family relationships. Onl 
eight of the identified study respondents were rehospitalized after 18 
months in the community. A side benefit of the program was the train- 
ing of psychiatric technicians as counselors in the program. This is seen 


as an avenue of wpward mobility. 


In récent years there has been a marked 
tied in the United States to press for early 
féleasé of the mentally ill from hospitals in 
which they receive treatment. In California, 
for example, 85 percent of all admitted pa- 
tients are released from mental hospitals 
after à stay of six months or less? The 
brief duration of hospitalization makes it 
imperative that the time in the hospital be 
fully utilized and that adequate aftercare 
be provided to sustain the gains made. 

Another emerging trend has been the 
focus on the family in the treatment of the 
mentally ill. In à recent study, it was found 
that many psychiatric problems had their 
origin iñ severé and long-standing marital 
conflict and that marital and environmental 


problems stood in the way of the patient's 
effective re-entry into society? 

Based on these new patterns of treatment 
to cope with mental illness, together with 
increasing efforts to place patients in the 
community, a family-centered project was 
established at Patton State Hospital in 1964. 
Its emphasis is on rapid release of the men- 
tally ill from the hospital through use of 
intensive, crisis-oriented patient and family 
treatment. This paper describes and assesses 
the program after five years of operation. 


Theoretical Background 
Crisis Theory 
The judgment of professionals that early 
release of patients from mental hospitals 


Mrs, Elder is a supervising psychiatric social worker, 
Patton State Hospital, Family Training Center, 
Patton, Galif. 92369. She wasan F:T.G: project social 
Worker for more than five years and presently 
ives as consultant to the project and field in- 
früctor to graduate social work students. Dr. 
Wéinbéiger is Professor of Social Work, School of 
Social Work, San Diego State College, Calif. 
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was feasible is based on a number of devel- 
opments in both theory and practice. The 
outlines of crisis theory were identified by 
Lindemann as a result of his study of the 
Boston Cocoanut Grove fire. This led to a 
number of projects in which the etiology of 
mental disorders and techniques of crisis 
intervention were studied Lindemann 
found that grief after bereavement goes 
through certain well-developed stages,* and 
while some persons adapted successfully to 
the loss, others developed a variety of ail- 
ments and prolonged grief reactions in the 
wake of the crisis.¢ 

The state of crisis was found to disturb 
the previous equilibrium of a person, who 
was then amenable to help which could re- 
establish previous patterns of functioning, 
and sometimes even improve upon them. 
Changes in functioning were noted after 
brief, focused contacts in which interpreta- 
tions were offered without benefit of a long- 
term relationship with the helping person. 
These notions about the utility of crisis- 
oriented, short-term help differed from the 
widely accepted psychoanalytic treatment 
model which had previously been most in- 
fluential in shaping ideas about how to 
work with people suffering from disabling 
emotional problems. Crisis concepts and 
therapeutic techniques carried over to the 
mental hospital setting. The crisis theory 
model of short-term intervention was in- 
fluential in lending professional support to 
pressures by state government for reducing 
costs of mental illness through rapid release 
of patients from state hospitals. 

The widespread use of tranquilizers since 
the 1950s provided a practical means which 
furthered the early hospital release and 


* This fact is incorporated in Jewish religious prac- 
tices where a seven-day period of intensive mourn- 
ing is followed by a month in which there is major 
focus on the grief work. The process includes 
prayers, and visits by relatives and friends. 
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stabilization of mental patients in the com. 

munity. Coupled with the availability of 
aftercare services which many states have for 

released mental patients, it became increas. 
ingly feasible to provide a range of services | 
which could maintain the ex-patient and 

help him adjust in the community.” 


Family Treatment 


The emphasis on family treatment as an 
important modality for helping the mental. 
patient has its genesis in a number of studies 
which indicate that persons sent to state hos- 
pitals frequently are without strong family 
resources It was also found that psychi- 
atric problems frequently had their origin’ 
in marital conflict and in other areas of 
family relationships.® 

Family therapy is a relatively new venture 
in the field of mental health. Emphasis is 
away from the traditional client-therapist 
relationship with its focus on intrapsychic 
phenomena, and toward interaction of fam- 
ily members and improving interpersonal 
functioning. 

In a study of the influence of family treat 
ment on a group of severely malfunctioning 
families, Levine reports on a method of 
intervention in which social workers treated 
the total family in their own home using 
play activities to involve family members.’ 
When the results of this project were 
evaluated, it was found that there was a | 
correspondence between parental progress | 
and that of the children, underlining the 
importance of treating the whole family. 


Family Relationships 


In the area of family relationships tbe 
mental patient is often in a precarious 
social position. While a patient is away, 
the home functions without him; absence of 
the patient may have given the family a 
welcome respite from a difficult or confus 
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member. The patient, while he is in the 
hospital, adjusts to patienthood in various 
ways, but however short his stay in the in- 
stitution, his definition of himself in the 
world outside has altered. 


He carries a residual deviancy label— 
mental patient. . The return home may 
create hardship, fear and tension. After 
all he has been "crazy." At best it seems 
likely the relationship between the signif- 
icant other and the patient will be over- 
lain with some degree of guilt, anxiety 
or worry. Furthermore, many relatives 
expect some miraculous cure or change 
in the patient's personality as a result of 
hospitalization and are disappointed 
that he is still basically much the same 
individual when he returns to the com- 
munity.* 


Regarding intervention of professionals 
with a patient and his significant other(s), 
it was found that relatives were only mini- 


. mally involved by the social workers who 


were assigned to patients on leave status. In 
only 14 percent of the cases served was there 
evidence of a clearly defined treatment rela- 
tionship existing between the ex-patient, 
his significant other and professionals, in 
that the Bureau of Social Work therapist 
saw both the patient and the patient's sig- 
nificant other on more than one occasion. 
Miller and Barnhouse report on 80 mar- 
tied, hospitalized mental patients who were 


| €xperiencing intense marital conflict. In 


only 2 of the 80 patients was psychotic be- 
havior evident at the time of admission. 
The rest of the patients gave cogent and 


| dear responses to interview questions. The 


authors question the nature of the “mental 
illness” of the patients and think their 
Problems had originated in long-standing 
and severe marital conflict. It was hypoth- 
sized that hospitalization without benefit 
of family-centered therapy would exacerbate 
the problem rather than improve mental 


health.» 
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Based on some of Miller's findings, she 
advocated demonstration projects in which 
the utility of family therapy as a means to 
avert family breakdown and consequent 
mental illness could be tested. The present 
study reports on one such project. 


Description of Project 


The Family Training Center was estab- 
lished at Patton State Hospital in June, 
1964, at which time one of its main goals 
was to assist in depopulation efforts of 
chronic schizophrenics. Emphasis was on 
intensive individual and family therapy to- 
gether with re-education of the patients’ 
families, and training of project personnel. 
As numbers of patients were sent home or 
placed in community care facilities, the hos- 
pital population changed from long-term 
chronic patients to the more acute, The 
project increasingly stressed rapid release 
through intensive family-patient treatment 
and F.T.C. follow-up on an outpatient 
basis. Utilization of community resources 
on the patient’s behalf is actively encour- 
aged at all stages of treatment. The senior 
author has provided administrative con- 
tinuity for the program almost since its 
inception. 

The project provides in-service training 
for numerous groups, including physician 
residents, psychology and ministry interns, 
nursing, medical and social work students. 
Intensive training of paraprofessional staff 
is one of the major objectives of the pro- 
gram. Psychiatric technicians move rapidly 
into therapeutic relationships with patients, 
families, and treatment groups and as they 
do so receive consultation from psychiatrists, 
psychologists and psychiatric social work- 
ers, 

Patients are referred from various units 
of the hospital and generally come from 
the receiving and the intensive units that 
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serve the San Bernardino area.* Potential 
patients are prescreened by the F.T.C. staff 
member when the appropriateness of the 
referral may be in doubt, or when the pa- 
tient wants clarification about the Family 
Training Center program. A final screening 
at which the patient is presented to the total 
Family Training Genter staff is held the 
same week. If the patient is accepted, he is 
assigned to a counselor—a member of the 
F.T.C. staff who carries major responsibility 
for a group of patients. 

Even though the patient is housed on 
some other unit, responsibility for his treat- 
ment, including visit and discharge plans, 
rests with the Family Training Center staff. 
Patients receive chemotherapy and any 
médical care needed. Two mornings a week 
they meet in large groups conducted by 
counselors along with the various profes- 
sionals who sérve in a consultative role. On 
other mofnings, sets of two counselors and 
their respective patients meet in smaller 
groups. At léast once a week patients par- 
ticipate in the individual family conferences 
which are the unique aspect of the project. 
They may also be included in multiple- 
farnily sessions with other patients and their 
families; children may be involved in direct 
individual therapy or in sessions with the 
parents. 

During its fifth year the patient load 
handled by thé project has averaged around 
120 per month. Two-thirds have been out- 
patients who retuin once a week for family 
conferences, ahd as needed for medication 
evaluation by the project psychiatrist. 
Numerous télephoné calls are received dur- 
ing the adjustment period, and crises at any 
stagé are ifiét with prompt staff response, 
including horné visits if needed. As patients 


* Recently a cooperative referral system has been 
initiated with the (California) State Rehabilitation 
Department which sponsors a re-training program. 
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improve, the frequency of family cor 
ences is decreased from once a week t9 6 
every month or six weeks, and finally 

case is closed with the family and pa 

made aware they may call or return at 

time. No one is denied service bec 

they cannot come in during regular w 
ing hours since there are several om: 
evening groups including oné off-gro 
group run cooperatively with the Cof 
nity Service Division of the State Dep 
ment of Social Welfare. For over two: 
an open-end adolescent group has also} 
in existence. The children of patients’ 
ticipate in these sessions along with ye 
patients whose families attend. i 


Empirical Assessment 


In an effort to evaluate the Family Ti 
ing Center project, a follow-up study: 
undertaken after four years of service 
June, 1968, a sixteen item mail quest 


longer receiving Family ‘Training Cel 
service, Sixty-one patients responded f 
return rate of 64 percent. Forty-eight 
respondents voluntarily signed their na 
to the questionnaire. Since the 48 did 
differ significantly from the total respone 
group in background characteristics an 
the nature of their responses, this group ¥ 
selected for intensive analysis. The sig 
tures provided a lead to additional infor 
tion not available for respondents 
could not be individually identified. ~ 
It was also found that the 48 respond! 
did not differ significantly from the f 
project population with respect to SU 
background variables as age, sex, ma 
status, education and occupation, a8 We 
psychiatric diagnosis. Findings from 3 
analysis may therefore have wider app! 
tion than for the respondent group only E 


| Description of Study Group 


Of the 48 respondents, two-thirds were 
women and one-third men, similar to the 
sex distribution found in many other studies 
of psychiatric patients. Close to 90 percent 
| were married. Half of the respondents had 
| a high school education, but 25 percent had 
not finished high school and another 25 
percent had more than a high school educa- 
tion, including two who had finished col- 
lege. 

All but two study participants were over 
21 years of age, and 14 were over 45 years 
| old. Prior to hospitalization, over one-third 
had very low incomes, generally below the 
poverty level; close to two-thirds had 
| moderate or average incomes, and two 
respondents were classified as having a high 
income. All but three study participants 
were native-born, of whom eight had been 
born in California; the rest coming from 
other states, while two originated from 
Canada and one had been born in Mexico. 

About two-thirds of the patients were 
classified as psychotic; the remainder were 
comprised of neurotics and character dis- 
orders. Over two-thirds had not been hos- 
pitalized previously. Length of patient con- 
tact with the Family Training Center is 
shown in Table 1. 


TABLE 1 
Patient participation in F.T.C. 
program 
In-Patient 
Number of Care Out-Patient 
Months Number Care Number 
d 0-3 Months if 86 22 
1 5-6 Months 7 10 
| -12 Months 5 8 
Over 12 Months te 8 
E. 
Total 48 48 


Vol. 55, No, 3, July 1971 


A family centered project in a state mental hospital 341 


Study Findings 
The completed mail questionnaires pro- 
vided a set of responses in two areas: (1) 
the post-hospital adjustment of the patient; 
and (2) an evaluation of Family Training 
Center services, Results are shown below. 


Community Adjustment 


The picture that emerges from responses 
to adjustment in the community is one of 
comparative stability. Three-quarters of 
the respondents (36) were still living with 
the relative (most frequently the spouse) 
with whom they left the hospital. 

Thirteen of 48 respondents were receiv. 
ing treatment or medication for the condi- 
tion which had originally brought them to 
the hospital. The vast majority reported 
renewed interest in a variety of activities, 
including spectator sports, reading, televi- 
sion, and hobbies. T 

All but ten of the 48 study participants 
reported that they were working regularly 
on the type of job that they had been en, 
gaged in prior to hospitalization. While the 
most common task reported was that of 
housewife, about half of the housewives 
also held additional outside income-produc- 
ing jobs, Respondents felt more comfortable 
around people subsequent to their F.T.C. 
experience and had a greater sense of ease 
in adapting to new life situations. 


Evaluation of Services 


An overview of findings in this area in- 
dicates very widespread positive reactions to 
the program. Respondents of both sexes 
found the program personally helpful and, 
to a lesser extent, helpful to their families. 

The family therapy sessions were con- 
sidered the single most helpful therapeutic 
modality by one-eighth of the ex-patients 
while a slightly smaller proportion felt that 
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the group sessions had been most helpful to 
them. 

However, the combination of family treat- 
ment and group therapy was mentioned by 
over half the respondents as being most 
effective in furthering their discharge from 
the hospital and their adjustment to the 
community. In general the treatment 


Respondents felt more comfor- 
fable around people subsequent 
fo their F.T.C. experience and had 
a greater sense of ease in adapt- 
ing to new life situations. 


methods and atmosphere of the Family 
Training Center were rated superior by 
three-fourths of the respondents to other 
hospital or private psychiatric services they 
had previously received. 

Respondents stated that their personal 
situation had improved in the wake of their 
F.T.C, experience. As one put it, “F.T.C. 
is what you need more of. At least 60 per- 
cent of the patients can't communicate 
with their partners, and so can't work 
things out. I think F.T.C. was the finest 
thing that has happened to me." Empirical 
validation of improvement is represented 
by the finding that only eight of 48 respond- 
ents returned to the hospital for treatment 
after 18 months of the community. This 
figure is less than recidivism rates reported 
in the literature. 


Evaluation of Staff 


One of the objectives of this project has 


been staff development. The goals have in- - 


cluded increased awareness of the patient 
as a member of society, and the inter-rela- 
tionship of the hospital with the com- 
munity. An average of four psychiatric 
technicians, one psychiatric nurse and an 
occupational therapist have carried the bulk 


' of direct contact work with the F.T.C. p 
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tient population. They have been identi 
as counselors to the patients. The p 
psychiatrist, psychologist, and social worl 
have served largely in a consul 
capacity. 

An analysis of patient comments a 
the helpfulness of project staff indi 
that well over half found that their 
selors had been most helpful to them, 
preference for psychiatrist, psychologist, ai 


the figures for counselors. 

While the closeness of counselors to pa 
tients was undoubtedly a factor in 
perceived helpfulness, the support given to) 
this group is presumably based also 
variety of other reasons. One might spe 
late that greater congruence in social 
and similarity of life experiences bety 
counselors and patients may have furthei 
rapport.? 

The project has provided an opportun 
for career development of psychiatric te 
nicians. They have not been restricted 
performing custodial chores, but have b 
encouraged to expand their therap 
skills so as to help patients through a va 
of counseling activities. The broader sco 
of their job has enhanced job satisfact 
so that staff retention has been high. 
of the six counselors have enrolled in p 
grams of higher education, and one is abo 
to begin graduate study in social work. — - 


Summary 


A survey of former patients who had be 
treated at a family-centered program 
Patton State Hospital, conducted in 19 
and 1969, obtained data relating to post 
hospital adjustment and evaluation of pro 
ject services from 48 respondents. A sixte 
item mail questionnaire was used. : 

Findings indicated that former patients 
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— were functioning well in their home com- 
' munities and were maintaining stable fam- 
ily relationships. All but ten were employed 
at the jobs in which they had been engaged 
prior to hospitalization. Respondents in- 
| dicated that they participate in a wide 
variety of leisure activities, felt comfortable 
| around people, and in handling new life 
situations. 

Supplementing the positive perception of 
ex-patients around their life situation was 
objective evidence of their ability to func- 
tion in the community. Only 8 of 48 iden- 
tified study respondents were rehospitalized 
after 18 months in the community following 
their treatment in the Family Training 
. Center. It was noted that multiple thera- 
peutic approaches, particularly family treat- 
ment and group therapy, had provided a 
therapeutic milieu superior to their previ- 
_ ous experiences with other therapeutic 
` modalities, 

The ex-patients assessed counselors, most 
of them psychiatric technicians, as thera- 
peutically most effective. It was found that 
counselors could obtain counseling skills 
through in-service training and consulta- 
tion. This resulted in broadening the scope 
of their job and increasing their helpfulness 
to patients. It also provided for high levels 
of job satisfaction which stimulated career 
development of technicians. This may have 
been responsible for good staff retention 
and pursuit of formal education by psy- 
chiatric technicians. 

The family training project has been 
efective in treating mental patients through 
individual, family, and group approaches in 
the hospital, and through follow-up in their 
home community. The career development 
of psychiatric technicians through their 
Work on the project underlines one avenue 
of upward mobility for persons with limited 
formal education. 
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The training potential of the program 
has been utilized by students in medicine, 
social work, the ministry, and psychology. 
The focus on the patient, his familial rela- 
tionships, and his community adjustment is 
in line with current practice in social psy- 
chiatry and in social work. The encourag- 
ing results of this pilot project confirm the 
importance of early and continuing family 
involvement in the treatment of mental 
patients, 
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Evaluation and Treatment 
Suicide-Prone You 


Discussion of suicide has been complicated by lack of uniform defi- 
nitions and by a confusion of this symptom with a syndrome. Th 
paper focuses upon the responses to youthful callers made by volunteer 
workers manning an emergency telephone answering service. Helpful — 
responses seem to consist of those which most successfully deal with the 


caller’ particular situation, thus conveying hope and concern as well as - 


practical alternative actions. 


We shall not cease from exploration 
And the end of all our exploring 

Will be to arrive where we started 

And know the place for the first time . . . 
Little Gidding from “Four Quartets,” 
The Complete Poems & Plays, T. S. Eliot 


Introduction 


The current United States population 
under the age of 25 numbers 94 to 95 
million, approximately 90,000 of whom are 
yearly involyed in suicidal behavior: either 
attempts or committed suicides. 

The literature on suicide in this age 
group has been plagued by several major 
problems. The most important of these is 
the lack of any uniform system of definition. 
Thus, although it has become fairly clear 
that the population attempting suicide 
differs substantially from that committing 
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suicide, many discussions fail to 
inate these from youngsters 
suicide. Lack of definition compound 
problems which arise in delineati 
dromes by working backward from a p 
ularly catch-all symptom and has also | 
a profusion of explanations for 
behaviors. n 
The mental health professional 
himself in a peculiar and paradoxical bit 
The cry for help requires a respon 
cause of the symptom's enormity; 
appropriate response often depends on i 
professional's ability to assess quickly í 
mix of psychopathology and precipitati 
circumstances. The inherent d 
twofold: the first, which has been muel 
phasized in the literature, is that one 
somehow miss a covert communicati 
thus fail to avert a preventable suic 
second, which has not been talked of 
is that one would respond only to the 
tom and not to its preceding causes 
flicts. ‘ 
This paper will not review the lit 
Three comprehensive reviews exist: a 


by Bakwin in 1957 ? which deals with suicide 
in children and adolescents, another by 
Shaw and Schelkin in 1965 1¢ on childhood 
suicide, and the most complete, Seiden's 
monograph, "Youthful Suicide," prepared 
for the Joint Commission in 1967.15 In an 
attempt to establish a framework for sub- 
sequent discussion of several cases which 
typify the range of problems confronting a 
suicide prevention facility, some significant 
statistics will be presented. 


Some Statistical Trends 


The most comprehensive review of sta- 
tistics is to be found in Seiden's monograph. 
The following is an abbreviated summary. 

Generally speaking the suicide rates for 
children under 10 are negligible, being non- 
existent under 5 and virtually nonexistent 
between 5 and 9 years. Among children be- 
' tween 10 and 14 suicide is rare (less than 
one case in 200,000). Thereafter the suicide 
risk increases with age: eight- to tenfold at 
ages 15-19 and doubling again in frequency 
between 20 and 24. In general the suicide 
rate for 15-24 year olds has declined since 
the depression, although during the last 10 
years the rate has been increasing as has 
that for the total population. 

There are only two exceptions to the rule 
that youthful suicide rates parallel those of 
the total population, both generalized and 
also relative to sex and race. (1) In the last 
decade it is significant to note that the sui- 
cide rate for nonwhite girls, which had 
previously exceeded the adult rate, has now 
dropped below the total nonwhite female 
tates. (2) In more alarming contrast is the 
fact that in the last ten years there has been 
à striking increase in the rate for young non- 
White males, and that this rate currently 
exceeds the rate for adult males as a whole 
and even the rate for the total population. 

A final statistic useful to those concerned 
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with the younger population is the fact 
that the rates for teenagers who marry are 
considerably higher than for those who do 
not and the trend continues, though in di- 
minishing fashion, through age 24. This is 
in marked contrast to the adult pattern in 
which the suicide rates are lower for mar- 
ried people than for singles. 

In summary the statistics for youthful 
suicides, with the exceptions noted above, 
run roughly parallel to those of the adult 
population. Rates for boys (committed sui- 
cide) are generally approximately three 
times those for girls throughout the period 
from 10 to 24. While the absolute number 
of deaths from suicide has increased, the 
suicide rates are somewhat lower than those 
prevalent in 1934. Suicide ranks fifth 
among leading causes of death in the 15-24 
year old age group and is of roughly one- 
tenth the magnitude of deaths due to ac- 
cidents, far and away the first cause of death 
in this age group. As in adults, males tend 
to resort to firearms, explosives, and hang- 
ing, in contrast to females where poisoning 
is most frequent. A prevalence study of at- 
tempted. suicides by Mintz in 1965 in- 
dicates that, as in adults, the sex ratio is the 
reverse of that for completed suicides (at- 
tempts: 3 female/1 male, complete: 1 
female/3 male) His study also suggests 
that the attempter was apt to be somewhat 
younger, with a modal age range from 
14-24. 


Some Cases in Point 


In an attempt to focus discussion in a way 
both relevant and practical, some examples 
of problems this age group présent were 
selected by reviewing a month's calls in an 
agency providing 24 hour emergency tele- 
phone service. While this sample is in no 
way intended to be other than illustrative, 
the over-all characteristics are interesting. 
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There were ten contacts either from or 
about young people from 10 to 24, seven 
girls and three boys. Six of the ten dealt 


with suicidal themes and these six included * 


all three boys. 


Case 1 


The father of a 21 year old male re- 
quested consultation for his son because the 
son was complaining of being afraid of 
hostile feelings within himself. He quoted 
the son as saying, “I feel like killing some- 
body." The father suggested that alcohol 
was perhaps a contributing factor in that 
his son complained that drinking made his 
feelings more pronounced. There was a 
fairly extensive history of a succession of 
job losses. A follow-up interview with the 
young man revealed that he had been using 
heroin, "speed," LSD, and alcohol. 

This case, while not bearing an overt 
suicidal message, does prompt some thought 
about the relation between suicide and ag- 
gressive or hostile behavior. Schneer et al. 
suggested that suicidal behavior may be 
linked with problems of sexual identity as- 
sociated with libidinal and hostile impulses. 
Stengel 17 felt that aggression expressed to- 
ward others rather than toward self distin- 
guishes the suicide attempter from the com- 
mitted suicide. There is some evidence 
which indicates that homicide is linked 
with suicide. Resnik reports that “In Los 
Angeles, about two percent of suicides are 
preceded by homicides. At the Suicide Pre- 
vention Center, about five percent of the 
suicidal patients are also obviously homi- 
cidal." 1? 

The relationship of drugs and alcohol to 
the complainant's feelings of hostility and 
threatened loss of control is also pertinent. 
"Speed," or methedrine, with repeated usage 
does seem associated with angry, paranoid, 
hostile states, and it is well known that al- 

coholic intake is associated with crimes of 


violence. In any case the inte 
sponded to the initial commun 
setting up an in-person interview 
patient the next day, at which 
sumably his suicide potential was 
sessed. One wonders whether the me 
“I feel like killing somebody,” 
covert suicidal communication. 


Case 2 


A young girl called on the telephone 
wanted to know how many Equ à 
amounted to a fatal dose. The ini 2 
guessed she had probably taken some 4 
inquired how many. The caller, who 
fused to identify herself, said that she 
know, but wanted to be sure she 
enough. She hung up after obtaining: 
number of the local poison control ce 
A follow-up call to the poison con 
ter revealed that she did not call th 
subsequently. 

This instance provides a good exampl 
a paradoxical message which might ea 
have been missed. One of the practical | 
sons one learns as a mental health p 
sional is that many requests for inform 
mask the questioner’s personal concerns à 
responsibility. In view of this, it is 
idea to inquire about the — 
sonal involvement before providing 
information, and perhaps to offer the 
gestion that he may have a parti 
lated concern. This response serves 
functions: (1) it almost always serv 
clarify the situation for the respondei 
(3) it conveys to the questioner the resp 
ent's willingness to talk about a | 
subject which he himself has da 
up only indirectly. A comparable s 
is often that of the dying patient 
unable to voice his concerns because 
avoidance responses he encounters in 
In this case the girl's reply suggests a cel 
relief that her essential message has 


! heard, as well as confirmation of the inter- 
viewer's perception. At the same time she 
flings a hostile challenge at the interviewer 
in her taunt that she wanted to be sure that 
she took enough. She has now set up a 
situation in which a power struggle could 
ensue. She has telephoned the agency, thus 
conveying her need for help; she has com- 
municated a message of a rather dire nature; 
and finally she has at once both challenged 
the interviewer to be helpful and made it 
impossible by refusing to relinquish her 
anonymity. It is at this point that one may 
be tempted to respond with equivalent 
hostility to the double-bind situation which 
such adolescents pose—and thus end in con- 
firming for the adolescent the adult's utter 
helplessness to deal with the situation posed. 
As Kobler and Stotland point out in their 
book, The End of Hope, it is just such 
helpless, often angry, responses that serve to 
convince the individual considering suicide 
that there is neither hope nor help avail- 
able, and he goes on to make his attempt. 
Worse, anger may be perceived as a chal- 
lenge or dare, and an attempt may thus be 
precipitated. This interviewer, however, 
heard the problem seriously and refused to 
get embroiled in the conflict her caller 
| offered. Rather she suggested there still 
might be ways of dealing with the situation 
by giving the caller the number of the 
poison control center. Apparently this re- 
sponse was sufficient, for the caller did not 
peed to call the second number. 


fase 3 


` A 21 year old single male from Boston 
‘had been in Seattle a month and com- 
plained that he could not decide what he 
wanted to do-about school, his girl friend, 
‘the draft, his future, etc. While he had to 
‘make some decisions, he felt unable to do so. 
He described analyzing each problem from 
all angles and then not wanting to take 
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responsibility for any decision. During the 
conversation he revealed that his parents 
were separated, and that he had seen a psy- 


' chiatrist previously for a year. He seemed 


to want the interviewer to make suggestions 
in order that he might point out reasons 
why he couldn't follow them. 'The inter- 
viewer talked awhile with him and sug- 
gested he would have to do the deciding. 
Next day he contacted the agency again, 
frightened and uncertain. He wanted “to 
talk to someone” and during the subsequent - 
interview revealed that he had taken LSD 
in the past and had since had flashbacks 
whenever he had a problem. He related 
that he felt frightened of the draft, flash- 
backs, making decisions, and life in general. 
He expressed feeling trapped and very 
ambivalent. In addition he was neither in 
school nor working, and although he had 
an appointment to be seen later in the week 
at another clinic, he seemed panic-stricken 
that he had been unable to reschedule the 
appointment any earlier. The interviewer 
suggested he go to a nearby emergency room 
and arranged transportation for him. The 
caller contacted the agency twice more and 
complained of feeling confused and upset. 
Following his scheduled appointment at 
the other clinic, the agency checked with 
him and he then reported his fears had 
abated considerably. He was referred to 
several employment agencies. 

LSD is the major psychedelic drug which 
has been linked with suicide. Cohen de- 
scribed the following as ways in which sui- 
cide might be related to LSD usage: (1) 
accidental—in which LSD-induced delu- 
sions or hallucinations might so influence 
the subject's reality testing that he might 
endeavor the impossible, thus committing 
suicide accidentally; (2) exacerbation of sui- 
cide proneness, perhaps by magnifying or 
reawakening depression or psychopathol- 
ogy; (3) intrusion of suicidal ideas as a result 
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of a panic state in a normal subject; (4) as 
a result of an LSD-induced fantasy, the sub- 
ject might sense that his death were neces- 
sary for altruistic reasons—a cause, etc.; and 
(5) flashback suicide—in which the subject 
experiences LSD effects without actually 
using the drug. His psychopathology or 
depression might be magnified, distorted, or 
compounded by panic and confusion over 
the precipitation of the episode, as well as 
over whether or not it would end. It would 
appear that this young man is certainly pre- 
occupied with the possibility of this last- 
described eventuality, if indeed he is not 
experiencing it. 

"The relation of LSD to suicidal ideation 
is only one of the relevant factors in evaluat- 
ing this cry for help. First of all, it is made 
by a young man who finds himself in an 
isolated situation without recourse to 
friends or relatives. "There is a history of 
family disruption (parents were separated), 
and in addition there is the threatened loss 
of the girl friend. He expresses confusion, 
apprehension, and symptoms of depression. 
His current life situation lacks the structure 
and contacts which either school or work 
might provide. 

He, indeed, presents much of the picture 
described by Halleck9 as typical of the 
alienated college student. These character- 
istics are (1) a tendency to live in the 
present and to avoid commitment to people, 
causes, or ideas, (2) an almost total lack of 
communication with parents or other 
adults, (3) an ill-defined self-concept, (4) a 
tendency towards sudden severe depression 
often accompanied by attempts at suicide, 
(5) an inability to concentrate or study, (6) 
use of marihuana or LSD, and (7) promiscu- 
ous but ungratifying sexual behavior. In at 

least those areas where information is ade- 
quate, he would seem to present many of 
the characteristics noted by Halleck. Hal- 
leck suggests that these students are most 
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difficult to treat and do not do well in Short. 
term therapy. Hence, the interviewer's 
response would seem crucial in averting 
potential suicide attempt; first of all in 
hearing him out, secondly in providi 
physical support for a visit to the emergen 
room when he was expressing extreme ap. 
prehension, ambivalence and confusion, and 
finally in providing talking support until 
he could make it to his scheduled thera; 
appointment. 


afraid she might kill herself. Her father had 
committed suicide the week before by hang- 


——MÀ 
The most important response is 
often the most difficult; that is, 
really attempting fo hear the 
other. 
ee 
ing himself, after he had undergone an un 
wanted sterilization procedure insisted upon 
by his wife. The daughter had discovered 
him. After the funeral mother, who had 
not previously been a drinker, began drink- 
ing very heavily. She complained of feeling 
very depressed and guilty about her hus- 
band's death. On the night of the daughter's 
contact with the agency she had not re- 
turned, and her daughter feared she would 
kill herself. The caller was very concerned, 
couldn't stop crying. The interviewer sug: 
gested she call the police and give a descrip- 
tion of the car and situation; she also sug 
gested the girl call back. When she called 
back she reported her mother had just come 
in. She refused to identify herself as she 
stated her mother would kick her out of 
the house if she found out she had called 
for help. 

While this case is a rather florid sample 
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ol the problems facing family members who 
remain after a committed suicide, it does 
not overstate the need for care and for help 
that such families suffer. As Lindemann ° 
pointed out, the preventive value in helping 
those who have been bereaved by trauma 
(the Cocoanut Grove Fire) is immense. 
How much more crucial might be aid in 
situations where family members must 
simultaneously deal with both grief and 
more or less realistic guilt. The preventive 
potential of such a situation is obvious. A 
number of studies suggest that children may 
imitate the actions of those close to them 
who have died, suicided, or been preoc- 
cupied by suicidal thoughts.* 1° Often the 
child fantasies reunion with a dead parent, 
and suicidal thoughts and behavior seem to 
represent an identification with the dead 
parent in such children.? While it may in- 
deed prove impossible for helping profes- 
sionals previously involved with a suicide to 
provide the sort of support and working- 
through necessary for the remaining family 
members, it seems possible to admit this 
human deficiency to the family and to sup- 
port or facilitate their referral for aid else- 
where. 
Discussion 

In closing, factors relevant in evaluating 
suicide in adolescents will be summarized, 
and some of the responses which seem most 
Useful will be noted. 

Disorganized families, marital discord be- 
tween parents, loss or threatened loss of a 
parent or a peer friend, a recent or marked 
change in behavior—particularly with- 
drawal or isolation from peers and family, 
à history of previous attempts, evidence of 
depression or psychosis, a change for the 
Worse in academic performance, all these 
should underscore the possibility of suicidal 
behavior becoming manifest, or if manifest, 
More serious. One worries more if the sub- 
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ject is an adolescent boy, but an appropriate 
response to the more frequent gestures and 
threats of the adolescent girl is just as im- 
portant. She is far more apt to provoke 
anger and rejection as a response, and her 
consequent repetition of what may initially 
be a gesture lends increasing risk of lethal- 
ity. 

As for responses: Recipients of messages 
from people in crisis are often reluctant to 
ask for the information needed to evaluate 
the situation adequately. Pertinent ques- 
tions are often not asked directly. For 
example: How depressed do you get? Have 
you noted a change in appetite? Weight 
loss? Change in sleeping habits? Have you 
felt so down that you have considered sui- 
cide? Do you feel you might lose control 
of your behavior? Is this a current prob- 
lem? What means have you considered? 
How available are they? Is there anyone 
with whom you can talk about these feel- 
ings? Who and how available are the sig- 
nificant others? For whom is the suicidal 
message intended and what changes is it 
supposed to effect? Even telephone callers 
seem relieved to give this information. 
After obtaining this information and gaug- 
ing the suicide potential, how then must the 
mental health worker respond? 

The most important response is often 
the most difficult; that is, really attempting 
to hear the other. Next is the crucial offer 
of help. While the mental health profes- 
sional must clearly indicate his own pro- 
fessional convictions, evaluation, and con- 
cern, with adolescents it is important not to 
fall heir to a power struggle. Support, in- 
cluding hospitalization, should be offered 
with respect for the adolescent's autonomy 
of choice, and the necessity and possibility 
of his participation in the process of evolv- 
ing alternative behaviors. It is very im- 
portant that threats and gestures should not 
be handled merely in terms of the suicidal 
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symptom: scratched wrists should not merely 
be sent home nor drug ingestions merely 
lavaged. "These behaviors convey vital mes- 
sages to someone. Hence, every effort should 
be made to bring together the suicidal 
adolescent and the significant others in his 
world in an attempt to begin resolution of 
the situation. This may result, for example, 
in recommending marital therapy for feud- 
ing parents. In addition, it is important to 
recognize that the transient nature of our 
society and the increasing size and mech- 
anization of both school and work situations 
make social isolation a reality which must be 
actively averted. Hence, depressed students 
should not be discharged to empty dorm 
rooms,!* nor adolescents into home, agency, 
or institutional settings without providing 
for sufficient social and/or therapeutic sup- 
port. Most importantly, the response to 
suicide-prone youth should include some 
opportunity for follow-up contact in order 
to communicate to these troubled young- 
sters the hope that their situation is not 
utterly unsolvable, as well as to demon- 
strate in the active seeking of follow-up in- 
formation the mental health worker's real 
concern for the adolescent's life search. 
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l Although there is widespread agreement 
among mental health planners as to the 
+ need for comprehensive services aimed at 
facilitating the patient's return to his fam- 
ily and community, two significant issues 
emerge for those actually attempting to es- 
tablish aftercare programs. First, the 
guidelines on specific elements of service 
to be included in the aftercare program 
are inadequate. Secondly, almost without 
exception, financial resources are below 
levels that would be deemed satisfactory. 
The problem then becomes one of balanc- 
| ing the desirable against the possible, the 
| type and amount of service to be rendered 

against the resources available to pay for 
, those services. Clearly, the financial outlay 
for aftercare must not begin to approach 
the cost of rehospitalizing the patient. Yet, 
às demonstrated by the experience of the 
| Southeast Nassau Guidance Center (5NGO), 
a community mental health center in Sea- 
ford, Long Island, N.Y., aftercare need not 


At the time the material for this article was gath- 
| "ed, Miss David was serving as program coordi- 
mator with the Southeast Nassau Guidance Center 
in Seaford, Long Island, N.Y. The author wishes 
to acknowledge her indebtedness to Mr. Milton 
i Kalin, the Center's executive director, without whom 
this article could not have been prepared. Re- 
Print requests may be addressed to Miss David at 


. aaa Avenue, Apt. 305, Portchester, N.Y. 
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A pilot program for aftercare and resocialization is described. Of the 
400 patients discharged annually to the area, 99 became involved in the 
program. The rehospitalization rate for this group was about 8%. By 
utilizing community resources and encouraging group therapy, the pro-. 
gram kept costs down to $328 per patient per year. 


be elaborate or expensive in order to be 
effective. Indeed, the pilot program that 
evolved there in 1967-68 cost only about 
$328.00 per patient per year—far less than 
the cost of two weeks of state hospitaliza- 
tion, not to mention private inpatient care. 

In the fall of 1967, concerned about the 
estimated 400 patients who were being re- 
turned each year to their homes in the Cen- 
ter's catchment area from state hospitals 
and the psychiatric unit of the county's gen- 
eral hospital, the SNGC executive director 
submitted a proposal to the New York State 
Department of Mental Hygiene for an after- 
care program to aid these discharged pa- 
tients. Since aftercare falls within one of 
six priorities designated by the State De- 
partment of Mental Hygiene, the Depart- 
ment was interested in funding a pilot 
project for one year. For budgetary rea- 
sons, however, only $32,500.00 would be 
available for that year. Afterwards, if the 
program were to continue, funding would 
have to come from the Nassau County Men- 
tal Health Board, especially since SNGC 
was a contract agency of that Board. 


Program Objectives 
A hospital discharge may be viewed as 
transfer of a. patient from one care-provid- 
ing agency to several others, including the 
family and various community institutions. 
351 
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Although the patient is expected to exercise 
greater autonomy after leaving the hospital, 
he is likely to require a certain number of 
services for a limited period of time. 

This period of transfer presents, for most 
patients, a stressful situation which may 
temporarily increase, rather than decrease, 
the amount of care needed. As Thompson 
and Wiley * have pointed out, “Specific role 
changes are involved in transfer of personal 
and social control rights of the patient from 
family to hospital and back again, in the 
managing of the stigma of mental illness, 
and in loss and accession of a family mem- 
ber. Crisis is implicit in the upsetting of 
the family’s internal dynamic equilibrium— 
however tenuous and costly this equilibrium 
may have been for its members.” 

The inability of some patients to sustain 
themselves through the crisis of leaving the 
hospital is a major cause of the high rate of 
readmissions. This has been the case par- 
ticularly since many hospitals began reduc- 
ing patient loads by shortening the length of 
stay. Nevertheless, the trauma of patient 
transfer from hospital to family and com- 
munity environment can frequently be al- 
leviated if continuity of care is provided and 
if community resources and treatment mo- 
dalities appropriate to the patient’s require- 
ments are available at the time of crisis. The 
aftercare project had to take these factors 
into account. At the minimum, the pro- 
gram had to provide: (1) a smooth transi- 
tion between hospital and community; (2) 
varied experiences through which resocial- 
ization, not mere recreation, could be 
achieved; (3) opportunities for vocational 
or education rehabilitation; (4) crisis inter- 
vention as necessary; (5) individual, group 
or family therapy as determined by the in- 
dividual patient's needs; and (6) continuous 
supervision of medication. First, however, 
the project had to reach out and find the 
patients. Upon discharge, some have gen- 


ANNE C. DAVID. 


uinely recovered and do not require after- 
care. Others exhibit a “flight into health” 
reaction and refuse any offer of aid. Others 
drop out after initial contact. For still 
others, resistance may be related to the ill- 
ness that precipitated hospitalization in the 
first place. As Silverstein ? notes, the rea- 
sons for non-utilization of aftercare services 
are so many that in the literature this phe 
nomenon is often described as the “failure 


syndrome" or as “low-level motivation”. In 


view of all the anticipated difficulties, the 
project staff's initial goal would be satisfied 
if only 10% of the 400 patients discharged 
annually to the area became involved in the 
program in a meaningful way. 


Building a System of Referrals 


As a first step in arranging for continuity 
of care, project staff began contacting mem- 
bers of the hospital staffs in an effort to ex- 
plain the objectives of the proposed service 
and to begin building a system of referrals. 
It was expected that the hospital staffs 
would encourage patients and their fam- - 
ilies to contact the aftercare service at the 
time of discharge. It was soon discovered, 
however, that such efforts were inadequate. 
Patients were not responding even to the 
limited extent expected. Follow-up inter- 
views revealed not only resistance on the 
part of the patients, some of whom felt they | 
would be further stigmatized by participa 
tion in psychiatric aftercare, but also on the 
part of hospital staff members, who had 
to be oriented to the project and needed 
assurance that patients referred would really | 
be accepted and receive the necessary sel 
vices. " 

To lessen fears, to acquaint patients with 
the aftercare service and to begin building | 
working relationships with hospital staff 
members, project staff began making regu | 
lar visits to the hospitals concerned, talking 
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with patients from the catchment area, de- 
scribing the program, and encouraging staff 
people to motivate patients toward utiliza- 
tion of the service. An effective referral 
procedure took months to work out. Social 
workers, nurses, or aides from the hospital 
gradually began contacting the Center in 
advance to advise that a patient was about 
to be discharged. Later, this arrangement 
was formalized. Approximately one week 
before discharge, a hospital staff member in- 
formed the Center. 'The program coordi- 
nator then arranged an initial interview at 
the Center to fall within three days of the 
date of actual discharge. At that time, fam- 
ily members, including parents, spouse or 
adult offspring with whom the patient was 
residing, were informed of the date of the 
interview and encouraged to attend also. 
Upon discharge, the patient was given a 
two-week supply of medication to support 
him until his interview with the project 
psychiatrist. 

The close cooperation between hospital 
and project staffs, fostered during the for- 
mative months of the aftercare program, 
served to ensure continuity of care. Since 
the patients began to meet the aftercare 
staff before discharge, their resistance was 
lessened. Copies of their hospital records 
and case histories were forwarded, an ar- 
rangement that saved considerable time 
and effort. Without the added burden of 
having to conduct lengthy background in- 
terviews, project staff members were free to 
concentrate on those activities most directly 
helpful to the patients: the various forms 
of therapy and coordination of community 
Services, 


Community Resources 
During the early months, while establish- 
ing close liaison with the hospitals, project 
Staff were also contacting community agen- 
cies in Nassau County to determine to what 
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extent their services would be available to 
the discharged patients. As a result, when 
the first patients began arriving at the Cen- 
ter for their initial interviews with the 
program coordinator, there was readily 
available an up-to-date roster of services that 
patients might use, 

Patients requiring vocational rehabilita- 
tion were referred to one of several agencies 
providing vocational counseling and train- 
ing. Some were referred to a sheltered 
workshop. Those with legal problems were 
directed to the Legal Aid Society. Local 
churches and other community and social 
groups were also called upon for assistance 
in helping patients restore their normal pat- 
terns of life. Some patients attended Re- 
covery, Inc., a nation-wide self-help organi- 
zation, in addition to participating in the 
aftercare program. Those with problems 
with: alcohol attended Alcoholics Anony- 
mous; others were encouraged to attend 
the YMCA or YWCA, Parents without 
Partners, Weight Watchers, or Planned Par- 
enthood. Referrals were also made to the 
County Welfare Department and the Bu- 
reau of Child Educational Services. "There 
was heavy concentration by staff on develop- 
ing these community resources to facilitate 
referrals of patients. Utilization of these 
resources by the patients avoided the cost 
of establishing similar services within the 
project and permitted the project staff to 
concentrate on developing treatment mo- 
dalities. 


Programs of Therapy 


During the initial interview, the project 
staff member attempted to draw the attend- 
ing family members into a discussion of the 
problems faced by the discharged patient. 
Where family psychodynamics contributed 
to exacerbation of the patient's problems, 
the interviewer encouraged the family to 
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attend appropriate group or family therapy 
sessions at the Center with the patient. 
"These treatment programs involving the 
patient and significant others constituted 
the heart of the Center's program. The 
family is considered the operational pa- 
radigm within which the patient's problems 
are played out and repeated over and over 
again. Because the family represents the 
most immediate context surrounding the 
patient, it mediates the patient's attempts 
to relate to the broader context of the com- 
munity and screens input coming to the 
patient from the larger community. The 
family is therefore the primary target of 
the treatment programs, 
The family, as well as the patient, is often 
in a state of emotional crisis at the time 
of patient discharge; it must realign its 
psychodynamic equilibrium. to permit re- 
acceptance of the patient. This situation 
presents both a therapeutic challenge and a 
cost-saving opportunity. Therapeutically, 
periods of crisis are potentially capable of 
producing a maximal amount of behavioral 
change, if the treatment modality is appro- 
priate, Considering the financial aspect, 
change during this period will most likely 
require a minimal amount of already lim- 
ited staff time, Evidence seems to indicate 
that precisely timed intervention should 
occur "while the family is in the throes of 
crisis, so that a minimal therapeutic force 
will produce maximal benefit." 2 
Treatment sessions in this program in- 
cluded not only immediate family mem- 
bers but also other family units as well. 
This group approach seemed appropriate 
because it helped reduce feelings of isola- 
tion, apprehension and guilt in all the fam- 
ilies, each of whom were experiencing sim- 
ilar problems at the same time, Tn addition, 
the group provided a vehicle for dealing 
with role definition and attitudinal change 
by offering opportunities for consensual 


validation and reality testing. “The 
can act as a mediator between family, 
pital, and community resources, Inf 
tion can be efficiently dispensed. The p 
can also become a source of referrals 
other services, both inside and outside the 
hospital, and a means by which relati 
can begin to relate more actively to the 
pital and to treatment and discharge plar 
ning.” 4: This emphasis on group the 


By the close of the pilot year of 
operation, 99 ex-hospital patien 
more than double the initial g 
and 67 relatives were actively 1 
volved in the aftercare progran 


carried a desirable cost-saving feature il 
that fewer staff members were required fo 
treatment than would have been the cast 
with individual therapy. D. 

The nature and composition of theraj 
groups were determined by the spe 
needs of patients as they began enteri 
the after-care program. The first group 
formed was composed of 5 couples and theit 
9 children, an arrangement that proved 
effective with the adults. The therapi 
leading the group soon noted, however, t 
he had difficulty holding the attention 
the younger children not part of the fan 
whose problems were being discussed. Thi 
large group was then divided to permit 
therapist closer contact with all pari 
pants. 

The size of groups in which children 
included was limited to 10 or 12 person 
from at least 3 families. However, the tota 


in special circumstances. If a particularh 
large family joined the program, for exam 
ple, the ceiling on number of participa 
was raised in favor of having at least 9 - 
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families in a group in order to prevent dom- 
ination of the group by the larger family 
unit. 

These family groups focused primarily on 
problems relating to communication and 
the interpersonal behavior patterns that 
were being used to control and manipulate 
the actions of others. Verbal exchanges in 
these family groups tended to become more 
heated and direct than those that took place 
in other groups. While often indicative of 
significant working-through of emotional 
problems and extensive behavioral change, 
these sessions sometimes resulted in a rather 
chaotic therapy situation. To aid the group 
therapist analyze these often confusing ver- 
balizations, a tape recorder was introduced 
as an on-going, permanent part of the ther- 
apy situation. After some initial discom- 
lort, participants generally accepted the 
presence of this machine without comment. 
In fact, several patients requested that seg- 
ments of some sessions be played back. This 
instant replay often gave the patient a 
second chance to analyze behavior which 
was normally lost, or repressed, during "live 
only" therapy sessions.! 

Two coed groups for single adults were 
also formed in response to the special needs 
of the ex-patients. The young adult group, 
ages 21 to 35, explored vocational, educa- 
tional and social aspirations and dealt with 
parent and employer relations. This group 
also fostered social interaction within the 
gtoup, both during regular therapy sessions 
and at dances and other social functions 
organized by the patients themselves. An- 
other group for single adults, 35 to 45 years 
of age, dealt with problems similar to those 
discussed by the younger group and also 
organized social events outside the formal 
treatment hours. 

There was also a therapy group for 
Women 35-45 years of age and another large 
group composed of 14 women who were 
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also in other groups. Geared toward de- 
veloping social skills and objective relation- 
ships, the program encouraged members of 
the various groups to form committees to 
plan for social functions and other activ- 
ities. 

Before and after group meetings, patients, 
their families and staff members gathered 
for refreshments and light conversation in 
a special room at the Center designed ex- 
pressly for such socializing. In addition to 
these weekly gatherings, a Christmas party 
and several outdoor picnics were held for 
all patients, family, and staff connected with 
the program. These were considered highly 
successful and received enthusiastic com- 
ment from many of the patients. As was the 
case with all such social events sponsored by 
the project, patients were encouraged to 
participate in the planning and manage- 
ment. They also contributed food and 
drink. This policy served not only to foster 
self reliance in the patients, but also avoided 
a considerable expenditure. 


The Aftercare Schedule 


In addition to the 9 A.M. to 5 p.m. sched- 
ule normally followed by outpatient ser- 
vices, the aftercare project set up several 
evening and weekend sessions to correspond 
more closely to the actual nee 
patients, some of whom were 
time. A staff member was al 
for crisis intervention. If mi 
needed during periods of stress, the 
psychiatrist could be contacted for presc 
tions. Home visits by a social worker wer! 
also made as needed during periods of 
crisis. 

Outside of the regular group therapy ses- 
sions, patients were able to consult with a 
therapist as frequently as necessary, even 
daily. The length of these interviews varied 
from 15 to 45 minutes. They were sched- 
uled during the regular hours at the Center. 
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Patients were ordinarily assigned to one 
therapist who had primary responsibility 
for their care. Staff time was arranged to 
provide as much coverage as possible and 
patients knew they could consult another 
therapist if their own was not available. 
Weekly staff meetings were held to consider 
any problems in scheduling and to discuss 
the overall treatment program for each 
patient. 


Personnel and Budget 


Recruitment of staff to provide these ser- 
vices for the projected 40 discharged pa- 
tients and their families was accomplished 
through advertisement in professional jour- 
nals and, more successfully, by word of 
mouth. During the pilot year of operation, 
the staff of the aftercare program consisted 
of a full-time coordinator of services, two 
part-time social workers, one part-time psy- 
chiatrist and one part-time secretary-book- 
keeper. Despite some necessary salary ad- 
justments during the year, the allotted 
budget was not exceeded. Because the posi- 
tion of program coordinator was not filled 
until March, 1968, some funds became avail- 
able for slightly higher salaries and addi- 
tional socialization activities and trips. No 
fees were charged the patients since a 
majority of them had low incomes or were 
on public assistance. Another somewhat 
special circumstance that may not apply in 
other situations was the budgetary provision 
of $1,000.00 for medication. Many patients 
were on two or three prescriptions at once. 
However, as they began to develop greater 
ego strength, they were encouraged to pur- 
chase their own medication as part of taking 
responsibility for their own well being. As 
a result, the actual expenditure for medica- 
tion was somewhat less than the original 
budget allocation and this freed some addi- 
tional funds for other purposes. In addi- 
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tion, since SNGC provided the quarters and 
the utilities, no budget allocation was neces- 
sary for these items. 

The original request for funding con- 
tained the following specifics: 


Grant Funds Requested 
$11,000.00 


Personnel 

Program coordinator 

Part-time Bookkeeper/ 
secretary $2.50 per 
hour x 16 hours a 
week x 52 weeks 

Part-time Psychiatric 
Group Worker $8.00 
per hour x 20 hours 
a week x 52 weeks 

(Responsibilities in- 
cluded organizing and 
supervising patient ac- 
tivities and work with 
families. If a Psychiat- 
ric Group Worker was 
not available, a skilled 
Recreational or Occu- 
pational Therapist 
would have been 
considered.) 

Part-time Psychiatric 
Consultant $13.00 per 
hour x 5 hours per 
week x 52 weeks 

(For consultation with 
patients and super- 
vision of medication.) 

Social Security and other 
staff benefits 


2,000.00 


8,320.00 


3,380.00 


2,052.00 


$26,752.00 $26,752.00 
Other Expense 
Furniture, radio, books, 
record player, and 
other equipment 
(mostly second hand) 
and crafts supplies 
Medication 
Building Alterations and 
Maintenance 
(Alterations represent 
a one-time expense.) 
Miscellaneous 


700.00 
1,000.00 


3,609.00 


400.00 


$5,709.00 — $5,709.00 


$32,461.00 
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Case Histories 


These brief histories are typical of many 


Suggest the extent to which discharged pa- 


- tients may be helped. 


Mrs. A., a 37-year-old widow with three 
children ages 4, 9, and 12, had had two 
admissions to the state hospital. The 
first was precipitated by the death of her 
husband four ears previously and the 
second by a felt rejection from a neigh- 
bor whom she had led herself to believe 
had matrimonial interest in her. 


group therapy 
During this 
period, she deve! loped a more realistic at- 
titude toward her neighbor, and was able 
to tolerate his marriage to another 

by attending some 
with her 12-year-old 
daughter, she managed to get through a 
very difficult situation with the daug iter 


Mrs. A. also 
used other project services including staff 
intervention durin, crises and referral to 
Parents Without P 
first it did not appear that she could 
ever tolerate working, one year after con- 


firm. 
Mrs. B., a 49-year-old housewife with 


more outside in- 
r become less demand. 
ing on both husband and children. 


home visits in 
Periods of crisis, gradually decreased. She 
Was able to maintain herself in the com- 
munity and eventuall: obtained a part- 
time job through a reference supplied by 
;nother group member. Mrs. B felt that 
er ability to weather each crisis had 
8reatly strengthened her resolve to avoid 
rehospitalization. 
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Program Effectiveness 


By the close of the pilot year of Operation, 
99 ex-hospital patients, more than double 
the initial goal, and 67 relatives were 
actively involved in the aftercare program, 
Of these, 80%, participated in weekly actiy- 
ities and 20% attended on a monthly basis 
for psychiatric Supervision and chemo. 
therapy. à 

Many patients Commented that the pro. 
gram had helped them attain a greater 
sense of self-fulfillment, Several of the co- 
operating agencies in the community noted 
that the program had unquestionably helped 
many patients to avoid rehospitalization, 
Actually, the rehospitalization rate was 
only about 8% and those who did have to 
return seemed to do so for much shorter 
periods. 

Of course, it should be emphasized that 
the primary purpose of aftercare is not just 
to prevent rehospitalization, but to help the 
ex-patient to greater contro] over his own 
impulses, to facilitate communication and 
understanding in his family and to help 
him succeed in social relationships with 
peers and on the job or in School. These 
Were the real achievements that led the 
Nassau County Mental Health Board, after 
reviewing the Project's successful first year, 
to fund it as an integral function of the 
Southeast Nassau Guidance Center. 
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Theoretical Models in 
Community Mental Health 


At the present time, controversy rages concerning the benefits of par- 


ticular models in the field of community mental health. 
this, consideration is given to the assumptions, 
dilemmas posed by person-focused and population-focused models. 


In view of 
merits, difficultes, and 
Ad- 


ditionally, the desirability or undesirability of major resource commit- 


ment to any model is considered. 


Accompanying the increased emphasis 
upon a community approach to mental 
health problems in tle last ten years has 
been concern relative to the theoretical basis 
of these programs and, more particularly, 
the apparent lack of a conceptual frame- 
work about which mental health endeavors 
can be oriented consistently. 

It is glaringly obvious that individual 
community mental health programs 
throughout the nation are not character- 
ized by a single theoretical stance under 
which their diverse activities can be sub- 
sumed logically. This should not prove sur- 
prising. In major part, stimulation for de- 
velopment of. mental health programs has 
resulted from the pressure of service de- 
mands that were subsequently reflected in 
legal and/or administrative sanction. 

"Two broad categories of theory have been 
advanced by their advocates to the commu- 
nity mental health field. For convenience, 
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these can be classified as: (1) person-focused 
theories in which prime consideration is 
upon the individual; and, (2) population- 
focused theories in which emphasis is upon 
the broader environment and culture. 
While some overlap exists between these 
two broad model categories, each is suffi- 
ciently discrete to merit distinction. 


Person-Focused Models 


The medical model. Until recently, it has 
been the practitioner or medical model that 
has exercised greatest influence upon the de- 
velopment of community mental health 
programs, and because of this has been most 
subject to attack. 

In the medical model, mental disorders 
are conceived as a disease process. In one 
variation of the model, the process is viewed 
as physiologically determined. In other 
variations, the disease is precipitated by 
psychological or social disruptions in the in- 
dividual resulting from internal factors, en- 
vironmental factors, or by an interaction of 
both internal and environmental factors. 
Whatever the specific causation, however, 
intervention in the medical model is di- 
rected toward an alteration in the indi- 
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vidual, whether this is affected through in- 
dividual Psychotherapy, group psychother. 
apy, or physiological means such as drugs, 
electric shock, or massage. 


Somewhat greater concern for social factors, 
each continues, i 

model, to emphasize the individual. In 
Erikson's conceptualization, maladjustment 


ual can be trained 1n a graded series of 
transitiona] steps; and, the function of ther- 
peutic intervention is to assist the individ- 
ual to achieve identity and assume an 
appropriate role in the community, 

The com petency model, despite the fervor 
of its Proponents, adds little to the tradi- 
tional medica] model. All that appears to be 
accomplished in this approach is substitu- 
tion of the term “competent” for the term 
“Ul.” Rather than being mentally ill, one is 
Socially incompetent, Rather than mentally 
healthy, one is socially competent. 

Focus, however, still remains upon the 
individual and upon restoring adequate 
“oping behavior or competency. 


Behavior modification and social modeling. 
Closely allied to the medical and ego-de- 
velopment models are the behavior modi- 
‘ation and social modeling approaches. 

though theoretically capable of greater 


Vol. 55, No, 3, July 1971 


Benerality, and denying the disease aspect 
of the medica] model, 
have, in fact, assumed the person-focused 
remediation approach, 


Population-Focused Models 


Recently, critics of the medical model 
have advanced alternatives that, in concep- 
tualization, place much Breater emphasis 


approaches, 
for treatment programs, major emphasis in 
population-focused models is upon preven- 
tion. In each, there is an inherent assump- 
tion that, at times, the welfare of the person 
must be sacrificed for the welfare of the 
larger Broup. Primary concern is with re- 
ducing the incidence of mental disorder in 


ordinate goal, 


Public health model. The public health 
model may be regarded as an extension of 
the medical model, Mental disorder is re. 
garded as a disease Process; and, contention 
is made that the application of Preventative 
public health measures that have been suc- 
cessful in controlling disease entities such 


Although treatment is a vital com. 
ponent of the public health model, 
the overall goal of treatmen} 
nevertheless remains the welfare 
of the entire Population, 


as malaria, diphtheria, and tuberculosis can 
be applied successfully to mental illness, In 
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the public health model, disease manifesta- 
tion is a function of the peculiar ecological 
relationship prevailing between the host 
and the environment. In this model, epi- 
demiological studies are conducted to deter- 
mine the incidence of mental disorder in a 
defined population. These epidemiological 
findings are then related to the character- 
istics of the population and the environ- 
ment to develop hypotheses concerning dis- 
ease causation. Following this process of 
identification, control measures are insti- 
tuted to alter the population’s susceptibil- 
ity to disease and to eliminate or control 
environmental elements that produce or 
sustain the disease. Thus, epidemiological 
findings have demonstrated a strong rela- 
tionship between smoking behavior and 
respiratory disorders. Reduction of respi- 
ratory ailments is then accomplished by: 
(1) public education measures designed to 
enhance the resistance of the population 
to the intake of contaminating cigarette 
smoke; and, (2) reducing the prevalence of 
the contaminating agents such as cigarettes, 
industrial smoke, and auto exhaust fumes. 

Although public health models emphasize 
preventative measures, the importance of 
treatment is recognized. Included within 
its framework are the concepts of primary, 
secondary and tertiary prevention. In pri- 
mary prevention host and environment are 
controlled in such a manner that conditions 
are adverse to the emergence of the disease. 
In secondary prevention, emphasis is upon 
early treatment during the initial stages of 
a disease to abort full-blown development 
and to ensure that the afflicted individual 
will not serve as a potential contagent for 
others. Tertiary prevention involves treat- 
ment of the fully developed disease to pre- 
vent chronicity or death and to control pos- 
sible sources of contagion for the larger 


population. Although treatment is a vital 


PASEWARK AND RARDIN 


component of the public health model, the 
overall goal of treatment nevertheless re- 
mains the welfare of the entire population. 
The individual is served secondarily in that 
when disease processes are controlled or 
eliminated in a population, the suscepti- 
bility of any given member is reduced. 


Sociological model. In many ways, the so- 
ciological model for mental health pro- 
grams is much akin to the public health ap- 
proach; and, is probably most popular 
among non-medical professionals antithical 
to the conceptualization of mental disorder 
as a disease entity. Despite rejection of a 


disease concept for behavioral disturbances. , 


in sociological models, however, many of its 
tenets parallel those of the public health 
model. The primary assumption in the so- 
ciological model is that an individual is 
essentially the result of cultural variables 
that operate upon him. These forces are 
either transmitted directly to the individual 
from the culture or through intermediary 
cultural groups such as the family, social in- 
stitutions, and agencies. In the sociological 
model, theoretical control of mental dis- 
orders rests largely upon: (1) identifying the 
particular cultural forces that contribute to 
adjustment and mal-adjustment; and, (2) 
altering these variables to eliminate the po- 
tential for mental disorder and enhance the 
possibilities for social adjustment. Like 
the public health model, paramount con- 
cern in the sociological model is for the wel- 
fare of the group rather than the individual. 
Of course, if the incidence of maladaptive 
behavior is reduced in a population, the 
individual's welfare is served. 


Implementation Problems 


Experience suggests that within our pres- 
ent cultural context, at least, certain in- 
herent difficulties are posed in implement- 
ing person-focused mental health models. 
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First, it is obvious that, given Present finan- 
cial and manpower resources, society is 
unable or unwilling to commit these ina 
manner that permits the full, ideal imple- 
mentation of person-focused models. As 
G. W. Albee 1-3 has indicated, it is unreal- 
istic to anticipate that sufficient manpower 
will ever be available to allow for the success- 
ful operation of person-focused Strategies. 
Of the two Paradigms, person-focused 
models are most dependent upon an abun- 
dant manpower Supply. Despite efforts to 
increase manpower resources in person- 
focused models, through such devices as 
group psychotherapy, group reinforcement 
procedures, consultation, and use of sub- 
professionals, the mental health manpower 
situation remains critical, 

Other factors mitigating against success. 
ful operation of individual based models 
an! suggesting a need to examine alternate 
models are current lack of knowledge con- 
cerning: (1) the definition and etiology of 
mental disorder; and (2) the effectiveness of 
the primary modes of intervention charac- 
terizing person-focused models (ie, per- 
Sonal therapeutic contacts Such as psycho- 
therapy, case work, Broup work, counseling, 
etc.). 

As with person-focused models, a prime 
problem facing the population-focused 
model is lack of a clear definition as to what 
Comprises mental disorder. If a particular 


7 behavior (or disease in the public health 


Model) is to be controlled, the behavior 
must be identifiable and clear differentia- 
tion of the entity that one desires to elim- 
inate or alter is required. Is that which is 
to be controlled limited to one or to encom- 
Pass each of the following: functional psy- 
chosis, organic psychosis, neurotic behavior, 
alcoholism, academic maladjustment, be- 
Teavement, crime, and behavioral atten- 
dants to poverty? Additionally, and to 
&'cater degree than is demanded in person- 
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models, the inter-relationships prevailing 
between these behaviors must be known. 
If the societal fabric is altered to reduce the 
incidence of functional Psychosis, the effect 


the other behaviors must be known, 

At the present moment, few would be so 
bold to suggest that given unlimited au- 
thority to manipulate any social variable 
desired, we should be able to reduce the in- 
cidence of disordered behaviors. A case in 
point is alcoholism, one of the more clearly 
identifiable behavioral patterns with which 
the mental health field deals. In all candor, 
we should be forced to admit that we do not 
now know which variables to alter in what 
directions to eliminate alcoholism. That 
this is now the case, however, does not 
necessarily mean that, given a substantial 
commitment to population-focused models, 
significant variables producing a particular 
disorder and techniques to manipulate 
them to reduce this Symptomotology in the 
population, could not be identified. How- 
ever, it must be recognized that a major 
Tésource investment in such an approach 
would produce an immediate gap in con- 
temporary mental health services, 

More cogent arguments against the adop- 
tion of population-focused models are those 
raised by K. T. Erikson? and H. S. Me- 
chanic.2 Erikson espouses the position that 
deviance is a natural concomitant of any 
culture. It is as essential to the mainte- 
nance of a society as is non-deviance. De- 
viance provides the population with bench 
marks and norms which, by their presence, 
insure the stability of society. While these 
bench marks might differ among cultures 
(Le, that which is classified as deviant in 
one culture is normal in another), all popu- 
lations need such norms. If true, Erikson’s 
thesis argues against the effectiveness of all 
preventative programs except, of course, if 
the culture could be altered to make un- 
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necessary the bench marks provided by de- 
viance. For, according to Erikson's argu- 
ment, as one deviant form is eradicated 
another is substituted. 

"The most critical argument against adop- 
tion of any population-focused model, how- 
ever, seems to be the attendant need for 
adoption of what E. L. Cowen? terms an 
“active” stance in these approaches. Cowen 
contends that the present role of mental 
health workers is a “passive,” “waiting one." 


... present knowledge makes 


the need for numerous, compe 


The practitioner passively receives the 
afflicted individual into his office, clinic, or 
hospital and, only then, works to produce 
change within him. Contrastingly, in the 
"active" stance, the practitioner does not 
await the problem. He seeks it out actively. 

Cowen's suggested. target populations are 
relatively small social units. Specifically, his 
emphasis is upon the family and the school; 
and, because of this Cowen's systems model 
might more properly be viewed as a minor 
extension in the delivery system. of person- 
focused models rather than as a population 
model. Nevertheless, Cowen's advocacy of 
an active role raises serious question regard- 
ing infringement upon the rights, freedoms 
and liberties of service recipients in both 
person and population approaches. These 
issues prove particularly crucial when the 
active stance is implemented in population 
based models. For example, assume that 
through epidemiological or sociological re- 
search it becomes possible to identify en- 
vironmental forces that produce deviance 
and the means to manipulate these to re- 
duce the incidence of such behaviors. Given 
this situation, one can legitimately ask 
whether it is the province of any technician 
to control these variables to produce the 
effect desired by him or by the profession 
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that he represents. Does the social architect 
or engineer, for that is what the mental 
health worker becomes in population 
models, have the moral, let alone legal 
right, to effect such change within a popula- 
tion? D. M. Mechanic's?? response to this 
question is simple. Such a function, he 
believes, is exercised by the politician not 
by the social or health scientist. For, it is 
the politician who is charged explicitly with 
responsibility for instituting social change. 


more, rather than less, desirable 
ting theories . . . 


J. €. Clidwell® suggests a further, but re- 
lated, difficulty in instituting population- 
focused models, Even should psychologists, 
sociologists, or anyone else have a firm. sci- 
entific basis to alter social variables to re- 
duce deviance, he questions whether this 
knowledge can find direct implementation. 
Scientific decision, he argues, is of a differ- 
ent order than social policy decision. The 
latter is political in nature. It is a function 
of compromise, and is frequently antithet- 
ical to the scientific decision: To many, im- 
plementation of population-based models 
make possible the dangers warned of by 
T. S. Szasz.1648 Philosophically, the ques- 
tion might be raised whether deviance, men- 
tal illness—or whatever the subject matter 
with which we deal is termed—is the price 
paid to insure values which, at different pe- 
riods, have been labeled “freedom,” “self- 
determination,” “liberty,” and “free will.” 


Conclusions 


It is apparent that neither person nor 
population-focused models really meet the 
criteria that are typically established for 
theory; and the term theory is applied most 
loosely in speaking of them in this fashion. 
At most, each can be considered a broad 
skeletal outline for a potential theory. 
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In differentiating person and population. 
focused models, it should be recognized that 
the two are not mutually exclusive, "Their 
major difference rests in the emphasis paid 
to the individual or to the broader cultural 
context. Person-focused models deal pri- 
marily with the individual, Concentration 
is upon tertiary prevention and, where an 
active stance is taken, delve into secondary 
preventative | activities, However, even 
though primary preventative measures are 
the major concern of population models, 
Such models must include secondary and 
tertiary preventative services that emphasize 
care of the individual, if those currently dis- 
turbed are to be assisted. Nevertheless, 
despite overlap between the two models, it 
must be recognized that major resource 
commitment to one model at the expense 
of the other would have profound implica- 
tions for the future direction of mental 
health including training, delivery of ser- 
vices, and research, Because of the field’s 
current person-focused approach, the change 
would be most dramatic if major emphasis 
were placed upon population models. No 
longer would training in nursing, psychi- 
atry, social work, and Psychology concen- 
trate upon developing the “practitioner.” 


- 


wi.;,,9"e can legitimately ask 
whether it is the province of any 
technician to control these vari- 
ables fo produce the effect de- 
Sired by him or by the profession 
that he represents. 


A new breed of “practitioner” would be 
“born,” one possessing knowledge concern- 
ing the larger environment and skilled in 
manipulating cultural variables to uce 
the “desired results,” “Treatment,” in its 
Present sense, would become an anachron- 
ism. Reliance would be upon alteration of 
Social variables rather than upon changing 
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behavioral and intra-psychical ` factors 
within an afflicted individual. Similarly, 
service delivery systems would undergo 


Tevolutionery change; and, current trends 


placing services close to the consumer re- 
versed. Radical transformation in research 


cultural-social factors and present research 
devoted to the study of intra-psychic events 
minimized, 


A logical question deriving from this dis- 
cussion is whether a Particular theoretical 
stance in community mental health is neces. 
Sary, or even desirable, at this point in time, 
The authors’ answer to this question is an 
emphatic, “No.” Major reasons contribut- 
ing to this position are the following: 


(1) At the Present time, no theory, 
Whether person or population 
based, is sufficiently devels ed to 
provide the field with a sound, con- 

i orientation toward the 

Problems faced by the mental 


foundation from which to operate 
with any hope of success, Và 
Person focused models have been 
attempted without significant effect, 
While the promise of population- 
models seems, at this time, just 
that—a promise—and nothing 
more; 

(2) Given (D, it seems reasonable that 
diverse theoretical 


sirable the need for numerous, 
competing theories; and 

(3) Considerable question still remains, 
to us at least, whether mental 
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health should be viewed as a sci- 
ence or as what H. S. Maas 12 terms 
a “social movement." Like Maas, 
it is questioned whether problem 
and data definition in mental 
health will ever become sufficiently 
identifiable to classify the field's 
endeavors as ientific." Like 
Maas, it is believed that the sundry 
activities encompassed by the term 
“community mental health” is more 
akin to a “social movement” than 
to a science and will never be sub- 
ject to rigorously derived theories 
and goals. If this is, in fact, the 
case, loss of the scientific aura 
surrounding our endeavors should 
not realistically prove too disturb- 
ing, even to those of us who hold 
dear the self-image of “scientist.” 
Comfort can be taken from the 
fact the vast arena of government 
does not operate under a consistent 
theoretical orientations and, major 


sophical beliefs and orientations. 
The value of democracy, general 
citizen participation, or public edu- 
cation have basis in neither sci- 
entific theory nor fact; and, per- 
haps that is the way of things in 
mental health as well. 
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Camilla M. Anderson, M.D. 


The Self Image: A Theory of tho 


Dynamics of Behavior, 


In the April 1952 issue of MENTAL 
HYGIENE I published a Paper entitled 


tions and modifications in my concepts. Be- 
Cause many people indicated they found the 
ideas presented useful, I would like to share 
here, in a very terse, bare bones presenta- 
tion, a series of categorical statements which 
embody my present concepts of psycho- 
dynamics, Merely the skeleton of the theory 
is presented, but it will be possible for any- 
one who wishes to experiment with the con- 
cept to bring the details of his own expe- 
Tience into the testing ground. 


Facets of the Theory 


l. The basic or core human drive is self 
preservation, 

2. Self preservation, or more correctly, 
self image Preservation, may refer either to 
Physical or to psychological preservation, 
They are not synonymous. 

3. The psyche or Psychological self image 
in each Person develops by reason of man's 


Junction with his unique and innate poten- 


Dr. Anderson lives at 405 West Main St, Sidney, 
Mont, 59270, 
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primary significant person. The progression 
of significant persons is fan Shaped. 

6. The psyche of any person is developed 
after birth, out of the dependency.signit. 
icant person relationship experiences, and 
relates to Security-insecurity operations, 


tensions. 
8. Decreasing the tension in the signif- 


9. Growth and maturation decrease the 
actual helplessness of the child, but, the sig- 


logical tension in his significant people, 
There is a resemblance to “imprinting,” 

10. This is a culture-binding trait, and is 
an affirmation of the Mosaic Fifth Com. 
mandment. 
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11. To the degree that man has relative 
dependency throughout his life, and there- 
fore may find new significant person rela- 
tionships, his psyche will continue to 
change and to reflect these experiences. 

12. The felt needs of the significant 
people, with their implications for security- 
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morally judgmental label (good-bad; right- 
wrong), depending on the security-insecurity 
experiences derived in the process of forma- 
tion of the assumption or belief. 

18. Value judgments are not black and 
white but are arranged on a hierarchy 
where extremes at either end shade into 


Stress is whatever interferes with the drive to maintain one's 


grandiose self image. 


insecurity (survival-non survival) to the 
child or dependent one, are the basis for the 
development of one’s moral value system. 
Therefore, “right” and “wrong” value judg- 
ments relate to security-insecurity expe- 
riences. 

13. Whatever gives the dependent one 
sensed security in his particular interper- 
sonal world is “right”; whatever produces 
insecurity is “wrong.” 

14. Assumptions or beliefs (derived from 
actual or vicarious experiences in an inter- 
personal setting) regarding right and wrong 
behavior, are developed during dependency 
(at any age), and then are carried along as 
relatively fixed certainties into subsequent 
life. They are the building blocks of one's 
character structure or self image. 

15. The primary identification of people 
is with their value system or with their 
assumptions concerning right and wrong. 
This is psyche or the essential I. 

16. Psyche is an acquired adaptive mech- 
anism whose function is to promote security 
(survival) in an interpersonal world. How- 
ever, the interpersonal world which is 
secured is the dependent person-significant 
person world, and it does not take into ac- 
count passage of time or change of place 
factors. 

17. Each assumption concerning behav- 
ior was developed in an interpersonal set- 
ting and invariably is associated with a 


grays. This derives from the fact of expe- 
rienced degrees of security and insecurity in 
process of formation of the value. Details 
are more right and less right; more wrong ;* 
and less wrong, than some other detail. 

19. One may be lacking in some “unim- 
portant” quality, but retain his amour 
propre by reason of an abundant supply of 
a more highly valued quality. This is 
clearly apparent in his routine use of the 
“at least” phenomenon: “I may not be 
smart, but at least I am honest.” 

20. Every assumption concerning behav- 
ior is composed of two parts: an assumption 
concerning an action as primary, and an 
assumption concerning a response or reac- 
tion as secondary. One is implicit in the 
other; they cannot exist apart. Thus, all 
behavior is interpersonal behavior, even 
when it occurs while alone. 

21. All assumptions concerning behavior 
involve role conceptualization, action-reac- is 
tion concepts, and moral value judgments. 

22. The assumptions of an individual de- 
termine the totality of his behavior, as well 
as his emotions. When assumptions regard- 
ing action behavior or reaction behavior are 
validated in expressed behavior, the feelings 
generated are comfortable. When the as- 
sumptions are invalidated, the feelings are 
of discomfort. 

23, The nature of a thing can be inferred 
by the nature of its functioning. Since 
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people function or behave according to 
their value System, we may Say that their 
value system is the representation of their 
Psychological self-image, 

24, Maintaining one’s Psychological self 
image, or surviving Psychologically implies 
maintaining one's value system intact. 

25. The value System of a person is his 
total reservoir of assumptions concerning 
interpersonal behavior. In its breadth and 
intricacy, as well as its organization, it might 
well be likened to the body with its organs, 
systems and cells, 

26. Several detectable factors determine 
that a person’s self image is always and in. 


garded as correct, 

27. Grandiosity derives from the time at 
Which the self image is being formed —when 
one is the center of the experienced inter- 
Personal universe; from identification with 
significant people who are conceptually 
Superior and Special; and from acquisition 
of Conceptually superior or Correct traits 
and especially value judgments, 

28. Grandiosity is a universal To see 
people as having “poor self images” repre- 
sents a failure to understand man, in general 
and accounts for the 
Would-be-helper’s failure to be adequately 


29. The usual business of man is to de- 
velop, enhance, maintain, live out, protect 
and defend his grandiose self image. Threat 
to one's pride System must be avoided at all 
Costs, Smug superiority and contempt are 
Marks of an intact pride system. 

30. Smug complacency is maintained 
(Survival of one's grandiose self image) 

ugh repetition compulsion, through 
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perfectionism, through making use of one’s 
hierarchy Of values so that the “at leasts” 


what one does, 

31. Stress is whatever interferes with the 
drive to maintain one's grandiose self image 
intact, 


there is a sensed threat to one’s self image, 
either to his physical self image or to his 
Psychological or grandiose self image, 


son’s grandiosity, 
34. Guilt occurs when there is voluntary 
violation or breaking of one’s value system 


erly, or to give one what he is “entitled” to, 
It always implies “I saint; you sinner,” or 


ment is an interpersonal phenomenon and 
implies an assumed entitlement frustrated. 
A primary action has failed to elicit the 
anticipated appropriate functional response, 
A variation of resentment is self Pity. 


When one's pride no longer comes 
first, relationships can develop, 
and one is no longer alone, 


36. Felt helplessness is always the product 
of one's value system in that it occurs only 
in situations where there is the assumption 
Something “has to” be done or hot done: it 
is regarded as important or essential. It 
involves modifying oneself to achieve 
greater conceived perfection: or more often 
it involves modifying someone else so that 
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his behavior may be more in line with one's 
own correct value system. The other per- 
son will, thus, behave in a "better" fashion, 
and there will be no necessity for one's own 
impeccable behavior to change. It is rooted 
in one's grandiose self image, and is a direct 
product o£ one's survival drive. 

37. Sensed helplessness is commonly ex- 
pressed. as rage (“impotent rage") or as de- 
pression. If one is helpless to express rage 
because it is proscribed by one’s value sys- 
tem, he may, with the approval of society, 
freely express depression. 

38. Since we always operate as though it 
is “I saint; you sinner,” it is clear that we 
are the one who is entitled, and it is the 
other person who should do the changing. 

39, Compulsive behavior is related to 
maintenance of one’s grandiose self image; 
it is man’s usual and “normal” behavior, 
however unhealthy it may be. It is ex- 
pressed in the endless feelings of “have to” 
which permeate our lives, and which pre- 
vent our ever having reason to feel guilt. 
The criterion for neurotic behavior is the 
internally dictated "have to." The latter, 
as contrasted with behavior directed from 
without, has as its goal enhancing or rein- 
forcing one's pride and vanity. 

40. Every assumption concerning behav- 
ior has unconscious elements; therefore all 
behavior has unconscious implications, al- 
though not in the usual Freudian sense, but 
merely because of the time of origin of the 
assumption, or because of the original lack 
of clarity of the source experiences, perhaps 
even through failure of labeling or verbal- 
ization. 

41. The process of being psychologically 
healed is related to the discovery of one's 
unrealistic and offending assumptions, and 
how, in the here and now they are invalid. 
It is related to the discovery that one's gran- 
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diose self image is not the real self; that 
maintenance of one’s pride system intact is 
less essential than one had assumed or be- 
lieved; and that pride does, in fact, get in 
the way of healthy outlook, healthy inter- 
personal relations, and healthy functioning; 
that it is not lethal to experiment with vul- 
nerability—as contrasted with conceived 
perfection and consequent invulnerability. 
As one gives up the goal of invulnerability 
("No one—not even myself—can point a 
finger at mel"), one's energy resources are 
thereby freed for living and interacting and 
growing. Contempt will diminish, and the 
need for manipulating people will be ended. 
When one's pride no longer comes first, re- 
lationships can develop, and one is no 
longer alone. 

The concept of the dynamic force of self 
preservation accounts for the formation of 
the psyche, for day to day behavior, for the 
nature of psychologic stress. It clarifies and 
simplifies the understanding of anxiety and 
of stress feelings. It provides a reliable 
frame of reference for those who would as- 
sist in psychologic healing. 

There is an amazing congruency between 
the facets of this system of psychodynamics 
and the major tenets of the Judeo-Christian 
religion, as expressed in the symbolism of 
the story of the garden of Eden and of the 
crucifixion—the two basic features of west- 
ern religion: the cause and the cure of 
man’s troubles. 

The more clearly one perceives the im- 
plications of this theoretical framework, the 
more obvious it becomes that no man can be 
separated from his religion, for man’s 
beliefs about values, about right and wrong, 
about survival and non survival, are truly 
himself, and every man’s life is the living 
out of his religion or his beliefs. 
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The Process of Identity_Two Views 


usses two views o 


The author disc 
cence. Erik Erikson believes that 


f personality development in adoles- 
adolescence is the time during which 


identity is consolidated, or internalized. Carl Frankenstein of the He- 
brew University in Jerusalem believes that Erikson’s view is valid only 
for middle-class Western Society. He proposes that adolescence is an 


interruption of the iden 


tity continuum. Drawing upon cross-cultural 


experience he describes different types of identity adjustments based on 


different cultures. 


For many years Erikson has been accepted 
as the authority on the concept of identity, 
Because of his work, the establishment of 
one's identity is considered, both in Amer- 
ica and in Israel, to be the central develop- 
mental task of adolescence. We know that 
different cultures create different problems 
and provide different Opportunities for 
learning and development. It seemed to 
me that the problems being faced in Israel 
were different from those being faced in 
America, and I, therefore, started looking 
for possible modifications of Erikson’s theo- 
Tetical position in the works of Israeli 
Scholars, 

What is presented here is an attempt to 
clarify the concept of identity and to con- 
sider whether as a given process it holds 
true across cultures. To this end, the works 
of Erik Erickson and Carl Frankenstein, 
Professor of Special Education at the He- 
brew University in Jerusalem, will be used 


Mrs, Enker lives at 40A Hakidma St., Herzliya 
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1 Vol, 55, No. 3, July 1971 


as focal points in an effort to define iden- 
tity and describe just what it is that occurs 
at adolescence, 


Erik H. Erikson 


According to Erikson, identity is a process 
of slowly integrating the many identifica- 
tions formed throughout life, Although he 
speaks of the crisis of identity versus role 
confusion as taking place at adolescence, it 
is quite clear that Erikson is not limiting the 
process of identity to this period. Adoles- 
cence is rather that period within which the 
partial identifications already acquired 
must be combined with new identifications 
and with choosing a future role pattern. It 
is the period of identity consolidation. 

The key problem of identity, in Erikson's 
opinion, is one of sameness in change. Itis 
"the capacity of the ego to sustain sameness 
and continuity in the face of changing 
fate.” 5 As we shall see later, there are those 
who disagree with this position. Neverthe- 
less, Erikson stresses that "identity connotes 
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the resiliency of maintaining essential pat- 
terns in the processes of change-" 

In speaking of identity Erikson points to 
certain “key” concepts which are attributes 
of identity. These are wholeness, continu- 
ity (which seems to include the concept of 
centrality) and future, or initiative. 

Wholeness is what Erikson 5 has called “a 
sense of inner identity,” what he has at 
other times referred to as a “unity of per- 
sonality.” In order to experience this whole- 
ness one must feel a continuity between that 
which he was, is, and will be. In addition, 
the individual must be able to see a future 
for himself—what he will be. He must be 
able to foresee a special place for himself, 
and possess the intiative to move toward 
that future. 

This psychosocial process of identity, as 
Erikson sees it, meets its crisis in adoles- 
cence. During the period of adolescence 
“each society and each culture institutional- 
izes a certain moratorium for the majority 
of its young people.” * This psychosocial 
moratorium consists of a period of delay, a 
“more or less sanctioned intermediary pe- 
riod between childhood and adulthood, 
often characterized by a combination of pro- 
longed immaturity and provoked pre- 
cocity.”® It is during this moratorium that 
the young person experiments with different 
ideologies and with various roles in a search 
for his own personal place within his so- 
ciety. 

The great danger inherent in this period 
of time is, according to Erikson, identity 
confusion or diffusion. There are many 
components which comprise this syndrome. 
Erikson ® lists them as a sense of time dif- 
fusion, identity consciousness, negative 
identity, work paralysis, bisexual diffusion, 
authority diffusion, and ideological diffu- 
sion. During the course of adolescence any 
one of these may appear as a danger. For 
example, the adolescent may prolong the 
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previously mentioned moratorium or he 
may choose as his identity that which he 
has learned he should not become, or he 
may develop a true hatred of his own back- 
ground. 


————D 
The less marked the adolescent 
crisis, the less urgent is the need 
for readjustment to reality. It is 
therefore in the middle-class 
Western type family that one 
finds the more marked crisis . . - 
——M—— 


Erikson has stressed the importance of the 
role played by those who deal with young 
people. These would include the judge in 
a courtroom situation, the teacher in a class- 
room, the counsellor, the psychiatrist, etc. 
Any and all of these people contribute to 
the molding of the adolescent's identity via 
what Erikson? calls the "strategic act of 
recognition, the act through which society 
identifies and confirms its young members.” 
If they treat a young person as doomed by 
his background, upbringing, or a given act, 
the young person may well put all of his 
effort and energy into becoming what is 
expected of him, i.e., criminal, uneducable, 
or culturally deprived. Erikson has ex- 
plicitly stated that “the label or diagnosis 
one acquires during the psychosocial mora- 
torium is of the utmost importance for the 
process of identity formation." © 

It is during this moratorium that the 
young person finds new identification with 
individuals outside the family, and with 
ideologies, in an attempt to find himself and 
to find that future special place in his so- 
ciety. 

Ideology, which Erikson considers in 
much the same connotation G. B. Shaw 
gives to religion, becomes the “social insti- 
tution which is the guardian of identity.” S 
In order to picture a future for himself the 
young person needs some sort of ideological 
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The process of identity —two views 


framework. In an interview with Evans,7 
Erikson points out that the adolescent “can 


alty at the disposal of any convincing sys- 
tem.” This system can then be a basis for 
identity, 

It is during adolescence that one develops 
what Erikson ¢ calls “historical Perspective” 


take place within an ideological and/or re- 
ligious setting but Erikson has pointed out 
that the selection of meaningful individ- 
uals can take place outside of those settings 
as well. 


Over "when the individual has subordinated 
his childhood identifications to a new kind 
of identification, achieved in absorbing so- 
Gability and in competitive apprenticeship 
with and among his age mates,” 6 

We have now arrived at the closing stages 
9f adolescence, Assuming that one has 
Managed to Survive the crisis period without 
falling into the pit of identity confusion, 
according to Erikson we should now have 
3n individual who recognizes himself in the 
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We must keep in mind that in Erikson's 


Carl Frankenstein 


Carl Frankenstein, Professor of Special 
Education at the Hebrew University in Je- 
rusalem, views both the adolescent crisis and 
the concept of identity quite differently. 
from Erikson. According to Frankenstein 10 


stein does not mean elimination of the past, 
"supplementing a well estab- 
lished type of behavior by different modes 
of operation.” Frankenstein’s clarification 
of the concept of reversibility makes it diffi. 
cult to clearly differentiate between his view- 
point and Erikson's, . 

Frankenstein claims that he "cannot 
accept Erikson’s thesis according to which 
identity owes its emergence to a gradual in. 
tegration of all identifications,” For Frank- 
enstein “identification presupposes identity, 
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to be given up partly in the very act of 
identification, in order to be re-found, or 
better, re-constructed, afterward.” Identity 
itself emerges and grows when sameness (the 
ego) is exposed to otherness (the non-ego). 
According to Frankenstein, the important 
polarization between sameness and other- 
ness plays the formative role in identity. It 
is this polarity or polar organization of re- 
ality that makes identity possible. 
again differentiation is somewhat difficult. 
Thus far there seem to be greater similari- 
ties than differences between them. 

With reference to the adolescent crisis 
and adolescence generally, we have quoted 
Erikson as saying that "each society and 
each culture institutionalizes a certain mor- 
atorium." Frankenstein sees this morator- 
ium as being a purely middle class, Western, 
phenomenon. According to him, such a 
moratorium does not exist for many chil- 
dren, e.g., those growing up in the ghettos of 
North Africa. Nor does it exist for many 
children growing up under conditions of 
poverty generally. 


When social conditions require the child 


to participate m his adults’ labors and 


concerns from early life on and the per- 
sonalistic climate of the family is thereby 
being reduced to a minimum, à moratory 


existence, and a life with principles are 

ipso facto excluded.* 

Under the above conditions “adolescence 
will never be a noncommittal period "in- 
between’ childhood and adulthood, where 
the adolescent is free to try himself out in 
all sorts of changing roles and to live on a 
level of principles." 9 As we shall see later 
on, Frankenstein sees this lack of a mora- 
tory period as resulting in a very different 
type of adjustment to adulthood. 

Even for the middle-class Western ado- 
lescent Frankenstein’s views differ from 
Erikson’s. Frankenstein does not accept 
Erikson’s thesis that the normative func- 
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tion of adolescence is identity formation. 
Instead he views adolescence as an interrup- 
tion of the identity continuum. Itis Frank- 
enstein’s belief that «poth the coexistence of 
self-contradictory attitudes and the flight 
into the abstract preclude defining adoles- 
cence as a preparatory or a transition pe 
riod.” 11 According to him the self-contra- 
dictory attitudes and flight into the abstract 
indicate that adolescence constitutes an in- 
terruption of developmental continuity. For 
Frankenstein, the danger of psychotic dis- 
orders in adolescence is explained by this 
interruption of continuity which occurs as 
a result of the identity of preceding phases 
being “taken out” of their reality contin- 
uum. It is after adolescence, upon his re- 
turn to adult reality, that the individual is 
forced to integrate previous identities. 

The central symptom of adolescence ac 
cording to Frankenstein is the illusion of 
finality. This includes “all the other essen- 
tials of this age, the interruption of conti- 
nuity, the abandonment of reality in favor 
of principles, the staticness." 9 

Frankenstein believes that there are dif- 
ferences in the types of identity adjustments 
made by those who 89 through the middle- 
class Western moratorium, OT “life with 
principles”, and those for whom this period 
is absent. This is evidenced by what he 
calls patterns of internalization versus 
patterns of externalization, which he sees 
as being favored or disfavored by a given 
culture. 

The less marked the adolescent crisis, the 
less urgent is the need for readjustment to 
reality. It is therefore in the middle-class 
Western type family that one finds the more 
marked crisis, the tension-charged affective 
atmosphere which leads to the retreat into 
a "life with principles" and resolves itself 
in the pattern of internalization and au- 
tonomy. Internalization, according tO 
Frankenstein, means a conscious identifi- 
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The process of identity—two views 


cation with the basic ideas and ideals of the 
tradition and ego involvement in their real- 
ization. 

It is the absence of this tension-charged 
affective atmosphere that makes imitative 
adjustment to the adult's style of life rela- 
tively easy. It is this which Frankenstein 
calls the pattern of externalization: 12 “con. 
formistic imitation of generally accepted be- 
havior, understanding social laws as if they 
were laws of physical causality, fatalistic 
submission to the non-ego with belief in 
magic manipulation of reality, identifica- 


posed) to arise," 
Frankenstein presents an example of this 
externalization in what he calls the “Levan- 
tine mentality.” In the adolescent period, 
all the characteristics of the Levantine men- 
tality (the lack of identity, pseudomasculin- 
ity, excessive vulnerability, relational ina- 
bility, affective rejection of ideals and idols, 
externality of causal thinking) finally crys- 
tallize, not as Symptoms of a defensive “life 
with principles," but rather as the outcome 
of an uninterrupted process of imitation 
and of being conditioned by similarly ori- 
ented environment. What one then has in 
adulthood is an individual who plays roles 
and is lacking in genuiness of identity. He 
learns by imitation only, almost without ego 
Participation. “Playing a role" and thus 
deceiving others not only takes the place of 
identity, but actually is his identity. 


Comments 


To date we have only theories of how 
identity develops. The above two are ex- 
amples of plausible and insightful descrip- 
tions of the proces. Butat present they are 
only descriptions and speculations. 

Some of the most crucial issues to arise 
from the above material revolve around the 
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concepts of the psychosocial moratorium, 
the pattern of externalization and the stra- 


The possibility exists that when 
youth exhibit substandard perfor- 
mance they are only doing what 
is expected of them, 


be that our society has imposed such a mora- 
torium on the adolescent, Many of the 
crises faced by our Society today seem to 
stem from the fact that in Erikson’s view, 
our youth do not wish to have such an in- 
termediary period between childhood and 
adulthood forced upon them. They want 
to be heard and listened to. Yet at the same 
time it would appear that Frankenstein’s 
pattern of externalization js also imposed 
by society, Sephardic-Oriental youth, con- 
sidered to be Israel’s culturally deprived, 
participated in the Six Day War, and al- 
though supposedly they cannot be educated 
because of their “Levantine mentality”, 
managed to handle themselves quite well in 
a situation that required much more than 
just role playing and the Beneral pattern of 
externalization. 

The possibility exists that when youth 
exhibit substandard performance they are 
only doing what is expected of them. When 
expected to perform well, they seem to be 
able to do so. Thus, the Strategic act of 
recognition, the label or diagnosis acquired 
at this stage, plays a crucial role. 

This act through which society identi- 
fies and confirms its young members can be 
applied to a group as well as to an indi- 
vidual. If the group to which an individual 
belongs is considered to be of little value 
and rejected by Society at large the group 
itself may accept this label or diagnosis, 
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One might then question the possibility of 
truly developing pride in a given individual 
from that group—unless in the process he 
rejects his heritage thereby creating a dan- 
ger of “identity confusion or diffusion." It 
may well be that Frankenstein’s pattern of 
externalization is the result of just such an 
educational process, wherein identifying 
with one’s own group means rejecting one- 
self and one’s chances for success and recog- 
nition, and accepting the values and be- 
havior of the outside world means “playing 
a role." 


Conclusion 


What emerges from the above material 
is that identity is a process, which will be 
modified due to different socioeconomic, 
ethnic and cultural backgrounds and envi- 
ronments. 

If the identity process differs across cul- 
tures, as I think it does, it is because of the 
often vast differences that exist in the en- 
tire social learning or socialization processes 
of different societies. As suggested by the 
above material, society imposes certain pat- 
terns of development upon its members via 
given expectations, sanctions, and prohibi- 
tions, so that what holds true for a given 
society at a given time may not be appli- 
cable to other societies or other periods of 
time, 
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Alfred A. Messer, M.D. 
An "Identity Crisis" in Black 
Americans Visiting West Africa 


The author describes the reactions of an integrated study group to a 
visit to West Africa. Many of the black Americans, who had built up 
an idealized picture of life in Africa, were shocked by the poverty and 
class prejudice. Reactions to this African experience are discussed in 
relation to concepts of the formation of identity. 


People go to Africa not only to study 


"-—t African history, literature, music, art and 


J 


m* x, 


"e 


present-day problems, but also for an emo- 
tional experience. Whereas the white 
American may be primarily interested in an 
intellectual quest, the black American may 
be seeking to learn about his origins, his 
ancestry, and his relationships with the 
larger black world outside the United States. 
In short, he may be looking for a new black 
identity: a continuity between past, present 
and future. 

In the summer of 1969, I was part of a 
group of 160 Americans, both black and 
white, studying at the Institute of African 
Studies at the University of Ghana in Le- 
Bon, a suburb of Accra, the capital city of 
Ghana. We were there in order to acquaint 
ourselves better with the continent about 
which we would teach during the coming 
fall. 

No matter what his fantasies are, the 
black American is bound to experience 
some degree of “culture shock" and anxiety 
when he visits West Africa for the first time. 
This is particularly true of the younger 
blacks whose dreams of Africa are often em- 
bodied in poems such as this one by Countee 
Cullen: 


E————— 
Dr. Messer is Professor of Psychiatry at Emory Uni- 
versity and Chief of Family Studies, Georgia Mental 


* gt Health Institute, Atlanta, Georgia 30322. 
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What is Africa to me: 

Copper sun or scarlet sea, 

Jungle star or jungle track, 

Strong bronzed men, or regal black 

omen from whose loins I sprang 

When the birds of Eden sang? 

One three centuries removed 

From the scene his fathers loved, 

Spicy grove, cinnamon tree, 

is Africa to me? ? 

And it is this image, this dream, this vision, 
this search for identity that motivated many 
of the blacks in the group to make the trip. 


Adjustment to Africa 


No matter what social or cultural group 
these people came from, for some the ad- 
justment to Africa was difficult. Clinically, 
a number became depressed. One black 
schoolteacher from Jamaica, New York, 
told me, “I so looked forward to this trip, 
but now I'm not sure anymore. I wasn't 
prepared for what I would see, especially 
the poverty." 

First, there was the matter of food and 
creature comfort. The visitors were quar- 
tered in adequate housing at the University, 
but there are only so many meals of stew 
and roast potatoes and fried plantains and 
rice and beans that one can consume with 
equanimity. There was no hot water. 

And then there was the poverty. Most 
of the group had no idea of the depriva- 
tions they would encounter, not only in the 
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villages but in the cities as well. There was 
inadequate food, clothing, shelter and sani- 
tation. The major concern of many an 
African's day is to gather enough food and 
fuel so that there will be enough for the 
next day. This is usually the task of the 
women. (In many areas of West Africa, 
80% of the Africans are non-Christian, and 
polygamy is practiced frequently. If a man 
can afford it, he generally has two or more 
wives.) 

The women are active "petit traders"; 
they bake or sew or buy goods for resale, 
and set out each morning for the nearest 
market place with their youngest children 
in tow—a child by the arm, an infant car- 
ried on her back, and perhaps one child in 
utero. The African men work at construc- 
tion sites, in factories, increasingly in shops 
or offices, and for existing businesses run by 
expatriates from Europe and the Middle 
East, or for beginning African enterprises. 
Although the husband is head of his own 
household, upon his death, his wife's oldest 
brother becomes the responsible male. 
Thus, inheritance is along matrilineal lines. 

In our group, the tension began building 
a few days after arrival. Complaints about 
the program, the University, and the teach- 
ers were first a ripple, then a storm. The 
more militant blacks tried to dissuade other 
blacks from fraternizing with whites. The 
anxiety reached a crescendo one hot after- 
noon when a kangaroo court convened to 
“try” six white Americans who were accused 
of insulting a young black African. The 
judges and jurors were all black Americans. 

The immediate incident that brought 
about the kangaroo court was as follows. 
One of the white teachers had gone to the 
mail and parcel desk at Commonwealth 
Hall, the residence and headquarters for 
most of the visitors, looking for a message. 
The young African on duty searched in 
vain for it. The white teacher strode away 
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from the desk, furious, and muttering under 
his breath. After he returned to his room, 
he began cursing. Exactly what he said is 
a matter of conjecture, but he allegedly 
uttered aloud a racial epithet concerning 
the African working at the postal desk. 
This remark was overheard by the black 
‘Americans and it was like throwing a flam- 
ing torch into a pool of gasoline, Tension 
was everywhere and rumors began to fly 
thick and fast. A meeting was called by the 
more militant blacks. It was decided that 
this white schoolteacher and five other 
whites selected at random would be tried 
for insulting and disparaging the blacks. 

When the six white men were brought in 
front of the court, accusations were hurled 
and they were threatened with physical 
harm. A public apology was demanded. 
The "court" adjourned amidst threats. 
Once the kangaroo court was Over, word 
spread quickly throughout the campus. It 
reached the leaders of the various study 
groups there for the summer and members 
of the Universitys administrative offices. 
Late into the night rumors continued back 
and forth. The large American study group 
at the University was to make a field trip 
from Accra to the University of Science and 
Technology in Kumasi, in northern Ghana, 
a few days hence, and the black militants 
demanded that only black students be al- 
lowed to take part in this trip. 

By the following morning, more groups 
were involved in the fracas. Leaders of 
the American study group called an open 
meeting to investigate the sources of the 
trouble. But the black militants could not 
be dissuaded: they demanded retribution. 

Many of the moderate blacks had not 
been informed of the kangaroo court, but 
those who knew about it had decided to 
stay away because they had no desire to be- 
come involved. But once the kangaroo 
court was convened, they could no longer 
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Black Americans visiting West Africa 


sit on the’ fence. Intragroup conflicts, 
swept under the rug until now, came out 


—— 
For whites to know what hap- 
pened at Elmina Castle in the 
Gold Coast makes it much easier 
to understand the rage in many 
blacks. 
——— 
into the open. One of the black moderates, 
a retired New England Postmaster who had 
spent much of his life and personal finances 
working in the area of race relations, com- 
mented acidly, “It’s awful to come to Ghana 
to see this kind of ‘justice’ take place.” 

Gradually, the organizers of the study 
group began to exert more leadership. 
"They stated flatly that they were in charge 
and would countenance no interruption of 
the program. Under no circumstances 
would they allow a group of twenty or so to 
dictate to the entire group of 160, to decide 
who could go where and do what, partic- 
ularly when tuition of $1,450 had been paid 
for the trip. 

The specific issue that prompted the kan- 
garoo court died down when the white man 
who had been accused of insulting the 
black clerk posted a notice of apology and 
regret on the bulletin board, a notice which 
he had earlier read aloud in the dining 
room. 

What were some of the other motivating 
factors behind this kangaroo court? 

When the large group assembled in New 
York for the flight to West Africa, who 
would have predicted such a happening? 
Here was a group of individuals recruited 
from throughout the United States, pri- 
marily from universities in Boston, New 
York, Chicago, Atlanta, Detroit, and Cali- 
fornia. They ranged from Ph.Ds to young 
college students, black and white. But the 
heterogeneity of the group may in itself 
have been a significant source of intragroup 
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tension. The members of the group were 
united in their quest for a five-week “Afri- 
can experience", but their own backgrounds 
and personal life experiences varied widely. 
Of the 160 students, some 40% were white. 
Most of the white group were of middle- 
class background. The blacks came from 
all points of the spectrum, some from 
ghettos, some from teaching and profes- 
sional groups, and some were housewives 
from affluent suburbia. When conflicts 
arose, their approach to solutions was as 
different as was their social class back- 
ground, 


Sources of Anxiety 


Blacks in the United States have tended 
to view themselves through the white man’s 
eyes. And it is not a pretty picture, James 
Baldwin has written: “Negroes in this 
country . . . are taught really to despise 
themselves from the moment their eyes open 
on the world. The world is white and 
they are black. .. . The Negro child, long 
before he perceives this difference, has be- 
gun to react to it and be controlled by 
it"? 'To Baldwin, no matter where one 
looked, the Negro never had proof of his 
existence. It was a choice "either of acting 
just like a nigger or not acting just like a 
nigger—and only those who have tried it 
know how impossible it is to tell the dif- 
ference." 1 

Small wonder that in this setting, the 
Negro would endow himself with a sense of 
selfhatred and selfdepreciation. What 
about his perception of himself? What 
about his past existence? What about a 
sense of historical continuity? 

In his book, The New World of Negro 
Americans, Harold Isaacs interviewed 
black Americans to get their impressions 
of Africa.5 One stated, "[I first heard of 
Africa] in the church I went to in Americus, 
Georgia, when I was a little boy. . . . I 
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was given the missionary’s concept, and the 
picture we got of African people was of 
ugly, unkempt, naked savages who had to 
be civilized." Others interviewed talked 
about the picture they obtained of can- 
nibalism, polygamy and illiteracy. 

Or, as one man, a noted Negro leader, 
stated: “The textbook pictures made you 
ashamed, and white kids would point to 
them and (in effect) say: these are your 
forefathers. Ain't you ashamed of your an- 
cestors, and ain't you glad we rescued 
you? I got a lot of this. We were ashamed. 
I would fight over this even though I agreed 
with it. It was all I knew and I had no 
skill to measure it by." 

'Thus the black American's linkage with 
Africa was a negative image, a feeling of 
disparagement and shame. Erikson’s con- 
cept of "negative identity" captures this 
theme precisely. "The negative identity— 
the identity which the individual should 
not have—is “an identity perversely based 
on all those identifications and roles which 
at critical stages of development have been 
presented to the individual as most desir- 
able or dangerous, and yet also as most 
real" * Or, as one black teacher acidly 
commented, “It’s saying ‘Don’t act like a 
nigger, you nigger’.” Until the last two 
decades, most blacks in this country 
shunned the word “Africa” in their identi- 
fication: The National Association for the 
Advancement of Colored People is a prime 
example. Other groups also shunned ref- 
erences to the word “black.” 


The Origin of Identity 


Several years ago I worked in a commu- 
nity clinic in one of the suburbs of New 
York City. In this clinic we saw family 
groups together. The members of a family 
would sometimes be made up of three or 
even four generations at a time. Therefore, 
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in one room we were able to see the grand- 
parents who were immigrants (mainly from 
Europe, some from the Orient) along with 
their first-generation children (that is, first- 
born in this country) and second-generation 
offspring. The immigrant group might still 
be involved in their struggles to become 
"Americanized"—nobody likes a stranger, 
particularly one whose customs and lan- 
guage and food are different from yours. 
The first-generation children were also fre- 
quently caught up in this battle and had 
some anxiety about their identity as Amer- 
icans. 

The working definition of identity used 
in our clinic was encompassed in the ques- 
tions: “Who am I?” and “Where am I 
going?” Operationally, this is a useful 
tool. But after a period of several years of 
working with these “immigrant” families of 
three generations, we added one further 
clause: “Where did I come from?” In those 
families in which the question “Where did I 
come from?” was answered readily and with- 
out shame, the anxiety was less. They had 
kept and incorporated some sense of their 
past history and culture as part of the family 
ethic, They were less prone to shun any 
reference to their past identity. Thus, there 
was a sense of historical continuity: the in- 
dividual was not simply a feather in a 
windstorm. 

Identity is a conglomerate of many ele- 
ments: not only is there a family identity 
and an ethnic and cultural identity, but also 
a religious identity, a political identity, an 
athletic identity, an economic identity, etc. 
One’s identity does not remain fixed; it is a 
dynamic, expanding and contracting phe- 
nomenon. Ethno-cultural identity is one 
part of this tree. 

How does identity come about? It is pos- 
sible to locate four stages in the develop- 
ment of a functional or working identity.® 

As infants, we identify with our parents 
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as providers of food, nurture, clothing and 
protection. A positive identification results 
when these needs are fulfilled. (There is 
also the phenomenon of “identification with 
the aggressor”—a child will incorporate 
[and emulate] the identity of a hated par- 
ent or parent-surrogate out of a need to 
obtain the necessities for survival.) 

Later on, just prior to adolescence, there 
is a phase in the process of identity-forma- 
tion in which the child begins aggressively 
competing with others. He is likely to say, 
“My father is better than your father.” 

A third phase in the search for identity 
occurs during adolescence: the adolescent 
looks for attributes in his past to incorpo- 
rate into his present identity. He wants to 
know who his forebears were, what they did, 
and where they came from. Adolescents 
often become intrigued with trying to find 
someone in their family ancestry who 
achieved notoriety. The adolescent, unsure 
of himself, looks for all the help he can get 
from his past. 

The fourth stage in the search for identity 
is that of the mature person who is inter- 
ested in his forebears, not so much for who 
they were, but what their character was 
like. What kind of people were they? Did 
they contribute anything to mankind? 

As part of the search for historical conti- 
nuity, many blacks, particularly younger 
people, turn to Africa. In their fantasies, 
they have visions of strong and valiant men 
conquered and exploited by marauding 
whites. They seek a “positive identity” and 
sense of continuity, one that will neutralize 
the impact of the negative picture of Africa 
they have acquired. 


Impact of Africa 


But once in Africa, some of the dreams 
and fantasies didn’t stand up fully to the 
test of reality. The future of Africa may 
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be bright, but this group of visitors found 
much of its*past to be otherwise. For ex- 
ample, on the second week of the trip, the 
group journeyed to Elmina Castle. Elmina 
Castle is one of the many castles and forts 
that were built originally by the various 
colonial powers as they continually fought 
each other for this territory. Later, these 
forts were used to keep slaves brought from 
the interior until ships came to transport 
them to South America, the West Indies, or 
the United States. The visit to the castle 
coincided with a series of lectures by Ghan- 
ian and Nigerian instructors covering the 
African and the trans-Atlantic slave trade. 
The group were told that slavery, as an in- 
stitution, was indigenous to Africa. In Af- 
rica, however, slaves could become part of a 
household and sometimes would marry 
within the family. A slave could acquire 
property through inheritance from his 
owner. With the spread of Islam, there 
was an active slave trade that flourished be- 
tween West and North Africa, the Middle 
East, and even over into Spain and Por- 
tugal. 

The trans-Atlantic slave trade represented 
a change in direction. Rather than slaves 
being transported overland to the North, 
slave ships now took them across the ocean, 
where they became the mainstay of the plan- 
tation economy. The number of slaves 
shipped via the trans-Atlantic route is esti- 
mated from 10,000,000 to 25,000,000. 

Listening to these lectures, many of the 
black Americans became visibly upset. 
Their illusion was that slavery had been 
perpetrated by vicious and unscrupulous 
white slavemasters: they had carried the 
blacks away. Now the students became 
aware—perhaps for the first time—of the 
complicity of the Africans themselves in the 
roundup and delivery of slaves. Thus, over 
and over again the question came up: How 
could a man sell his own people into 
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slavery? Didn't he know what would hap- 
pen to the slaves once they crossed the sea? 

There is evidence that at least some knew. 
One guard at Elmina told how his great- 
grandfather sold his own daughter into 
slavery. This brought exclamations of dis- 
belief, but the African professors later at- 
tested to its veracity. "Then there was the 
story of the slave ship Amistad. It was 
mutineed at sea. When it put into port at 
New England, all the slaves were set free. 
The leader of the mutiny returned to his 
native Africa and he himself became a 
slave trader. 

Thus, slavery was not simply a white or 
black phenomenon, but rather a human 
economic and political phenomenon. This 
was a bitter pill for the summer visitors to 
swallow. What was traded for the slaves? 
Chattel goods, weapons, implements, or 
horses, which the African chiefs coveted. To 
learn that fifteen slaves were traded for one 
horse added tension to already existing 
tension. 

A further source of disillusionment had 
to do with Kwame Nkrumah. In his book, 


Harold Isaacs quotes a number of Ameri- 


cans who talked about how proud they were 
to see newspaper and magazine pictures 
of Nkrumah, the great African liberator. 
This man, educated at Lincoln University 
in Pennsylvania, was instrumental in West 
Africa’s declaring its independence, and his 
platform of “Independence Now” led to his 
becoming the first premier. But Pan-Afri- 
canism was his real goal, not merely the 
independence of the Gold Coast. Nkrumah’s 
reach was much greater than his grasp. In 
the short span of twelve years, he dispersed 
the billion dollars that the Gold Coast had 
built up in cocoa reserves overseas, and also 
plunged the country in debt to the tune of 
another billion dollars on one project after 
another. Yet some black Americans had 
come to Africa with an idealized image of 
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Nkrumah as the great liberator. In the 
concept of identity-formation discussed 
above, Nkrumah becomes the heroic con- 
queror, the David who slays Goliath, the 
father who is “better than your father". 

Is the anxiety generated by a visit to 
Africa, so notable in many of our group, 
a singular phenomenon? Not at all. A 
Ph.D. economist from New Zealand who 
works for the United Nations and who 
spends several months each year consulting 
in the developing African countries, 
summed it up this way: “I’ve seen the ten- 
sion overtake every group of blacks that 
comes here, They arrive full of dreams, full 
of legends, and, most of all, they want 
finally to see an equalitarian society. 

“Instead, wherever they go, they stumble 
into many forms of tribalism, which is often 
far worse than any racism they have in their 
own country. It’s not a matter of color. 
In Liberia, those blacks descended from the 
Americans who founded the country are 
very much like rich Carolina farmers and 
the natives are like poor black sharecrop- 
pers. Besides, Africa is an elitest society 
at all social and educational levels, and this, 
too, destroys an image.” 

What is the answer? Part of what must 
happen, of course, is for the black to find 
his identity in America. He must come to 
grips with the United States as it was in the 
past, as it is today, and what it can become 
in the future. 

It is apparent that many of the militant 
groups in this country are now tapping the 
“second stage of identity formation”; they 
are aggressively comparing themselves with 
their white neighbors and saying, “My past 
is better than your past.” But this can lead 
only to strife, Perhaps it is possible for the 
black American to move up to the other 
two “stages” in the development of his 
identity and to appreciate and incorporate 
some of his past—both African and Amer- 
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ican—and understand that it has both its 
good and its bad elements. The slaveship 
and the plantation are not pretty pictures, 
but they have been endured and cannot be 
denied any more than Jews can deny many 
centuries of persecution. 

Part of the answer seems to lie in an un- 
derstanding of Negro history on the part of 
white Americans, as well as blacks. For 
whites to know what happened at Elmina 
Castle in the Gold Coast makes it much 
easier to understand the rage in many 
blacks. One of the most disastrous effects 
of slavery was its interference with the eco- 
nomic and social development of Africa. 
Not only were many young and able men 
shipped out as slaves, but they were ex- 
changed for manufactured goods from 
Europe. 'Thus the need for Africa to de- 
velop its own resources was no longer as 
vital as it was before the trans-Atlantic 
slave trade. 


African View of America 


Also important is that the African un- 
destand the black American. Many gen- 
erations of exposure to “American culture" 
has made black Americans impatient, 
whether it be for better opportunities, ed- 
ucation, jobs or housing—all part of the 
American dream—and they bring this same 
Philosophy with them to Africa. During 
the stay at the University of Ghana, many 
of the black Americans often disparaged the 
African students because of their passivity.* 


* The Black African's identification comes primarily 
from his tribe, whereas the black American’s 
identity is more individualistic. When Haile Se- 
lassie's nephew visited the United States in the late 
1930s, he refused to take part in a Harlem rally 
Organized to support Ethiopia against Italian 
invaders. He considered himself an Ethiopian, not 
a Negro. To be identified as a Negro was insulting 
to him. 
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West Africa is still very much under the 
British influence; everything is done in 
order and by the book. For a driver's 
license, it is necessary to go to the police sta- 
tion and stand in one line after another fill- 
ing out forms. The Europeans and Ameri- 
cans must stand in one line, the Africans in 
another. The day I was there, a white 
American and a black American came in. 
Both were ordered into the line for whites. 
The black American protested heatedly, 
stating that he was black, his ancestors 
came from Africa, and that he would not 
stand in a white line. 

“All right," the police inspector said, “but 
what tribe are you from?” 

“What tribe?" asked the American. 

“Yes,” was the reply. “Are you Ga, are 
you Fanti, are you Akan, are you Ewue?" 

"I'm from America," was the answer. 

"Buronyi" the police inspector stated 
curtly ("Buronyi" is the Fanti word for 
white man), "you stand here in this line," 
and he pointed to the line for Europeans 
and Americans. 

Perhaps this black American's descen- 
dants will be able to go to Africa and state 
without hesitation that their "tribe" is 
American. 
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Magoroh Maruyama, Ph.D. 


Yellow Youth's Psychological Struggle 


This article presents excerpts from essays written by Asian-American 
students who describe their encounters with prejudice in their schools 


and neighborhoods. 


Two years ago the Yellow students ofa 
high school in California walked out of the 
classrooms with black students. When a sur- 
prised teacher asked one of the Yellow stu- 
dents why he should walk out with black 
students, he replied: “We are getting sick 
and tired of being used as an example of a 
minority group who has made it, because 
we haven't." 

Intimate accounts of self-analysis by 
Yellow youths will throw more light into 
the nature of their emotional struggle than 
a theoretical generalization, and here I have 
selected some examples from the self-study 
which the Yellow students in my classes 
conducted recently. These students all live 
in the East Bay area in Northern California, 
and their experiences can be considered 
typical of the Yellow youths who live in 
California. 


GROWING UP AS AN 
ASIAN-AMERICAN 
Patti Nakanishi 


I can distinctly remember the first blow 
as being considered “different” from the 


Dr. Maruyama is a Visiting Research Fellow in the 
Culture and Mental Health Program at Social 
Science Research Institute of the University of 
Hawaii, Honolulu, Hawaii 96822. The information 
in this article was gathered while he taught in 
California last year. 
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white kids. It all started in Kindergarten. 
During the first few weeks I endured the 
physical strain of grammar school life. But 
within the third week or so, the kids would 
come up to me and ask me, “Why are you 
different? Why do you have a flat nose?" 
I replied, “I don't have a flat nose!” Then 
I ran to the restroom and observed in the 
mirror that my nose was considerably flat 
just as the kids were saying. What a blow! 
That very same night I remember confront- 
ing my mother with uncontrollable crying, 
flooding eyes of tears, and endless whimper- 
ing and asked her, “Why do I have a flat 
nose?” She began to comfort me and told 
me, "You are of a different nationality, 
Japanese, and it’s a physical characteristic 
of the Japanese to have a flat nose.” Some- 
how I couldn’t readily accept her explana- 
tion; I thought she was trying to hide the 
fact that I was a physically deformed kid. 

It became a pretty regular thing to be 
considered “different” that finally it didn’t 
phase me one bit. But my healing wounds 
were again re-opened in fifth grade. I be- 
came good friends with a white school chum. 
I even started taking her to my Presbyterian 
Church. One day I went over to her house 
to pick her up to go to church. It was 
Easter Sunday. She came outside to greet 
me in her play-clothes. There I was in my 
Easter dress expecting to see her show off 
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her new Easter dress. She explained, "My 
mother won't let me go to church or even 
play with you ever again. She doesn't want 
me to associate with Orientals because she 
thinks I might marry one when I get older. 
She said she doesn't want me having any- 
thing to do with your kind. Please forgive 
her, Patti—she's crazy! My dad or I don't 
care who I associate with." I just shrugged 
my shoulders and started crying. I never 
felt so hurt in all my life. 

After that incident, I felt like concealing 
my whole culture. I just couldn't live on 
that way! I even started hating to walk 
with another Japanese, even my own 
cousins! By the time I was in the seventh 
grade, I was psychologically warped! I 
thought my seventh grade Core teacher was 
prejudiced because everytime he would 
speak about Chinese Communists, he seemed 
to accusingly look at me, as if I were a 
Chinese Communist , . . as a result of this, 
I did very poorly in my studies, My per- 
secution complex was subdued the next 
year in the eighth grade when I had the 
same teacher and we got along marvelously. 
In fact, I received a scholastic award in his 
class. Also in the eighth grade, I received 
a broken nose playing basketball with four 
balls. This broken nose somewhat raised 
my plateau-nose a bit; I felt that now I 
had a “not-as-flat” nose, I can be more easily 
accepted as a white. (Crazy childish think- 
ing). 

As a Junior in high school, it was an ego- 
booster when I was selected as a yell leader. 
No matter how hard I tried, I couldn't seem 
to get away from the fact I was Japanese. 
As a Senior, I still was involved as a yell 
leader . . . that year I was nominated for 
Homecoming Queen! To add to the sur- 
prise, the first runner-up was a Chinese/ 
White girl. Mary Leith. Mary and I joked 
each other through our Senior year and 
based our honored positions on our Oriental 
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Mystique. "This award brought me out of 
my persecution syndrome. However, I still 
didn't really want to associate with "my" 
people. 

It wasn't until the second quarter in col- 
lege, that I realized I shouldn’t be ashamed 
of my heritage. I discovered that a person 
can't be beautiful until he is proud of his 
culture. I think I have reached a level of 
understanding with myself—I am proud. of 
my ancestry and what I am. 


A BRIEF BIOGRAPHICAL SKETCH OF 
A NEWLY-FOUND ASIAN MALE 


Ronald Low 


- +++ Elementary school was the shits, I mean 
it really blew my mind, man was it a far out 
trip. With what I had experienced in nur- 
sery school, I thought it would be the same 
in elementary school, but it wasn't. Because 
we lived in a predominately black area, the 
school which I attended was. also pre- 
dominately black. At Prescott there were 
only three or four non-blacks in the whole 
school.. I was the only Asian attending the 
School at that time, My experience at this 
elementary school was pure hell. All the 
other kids referred to me as being white or 
non-black, The classic phrase of "Ching 
Chong Chinaman sitting on a fence, trying 
to make a dollar out of fifteen cents" was 
tossed at me constantly. Because I was 
physically smaller than most of the other 
kids, I was getting the shit kicked out of 
me just about every day, even by the girls. 
It wasn't a normal school day if I didn't 
get picked on or beat up. Some of the older 


————— 
"Wouldn't that be considered an 
atrocity since so many civilians 
died? . . . I'll never forget the | 
way she stared at me and said, 
"There's a difference." 
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kids who knew my parents owned a store, 
threatened to beat me up if I didn't steal 
them some candy or something from my 
parents. By the end of my first year in 
elementary school, I was hurt, confused and 
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It goes something like this: “You know how 
Chinese kids get their Chinese names? 
‘Well, they take a silver platter and toss it 
up into the air, then when it lands the 
sounds it makes is the name given to him 


I quickly became the school clown by cutting myself and my 


race down. 


didn’t know what to do or who to turn to. 
Fortunately by this time my parents had 
earned enough money for us to move out of 
this area and settle down elsewhere. We still 
continued to operate the store, we just lived 
in a newly bought house. With the idea that 
I would be attending a new school this 
fall, I thought things would be different and 
even better than before. The new school 
I was to attend was Franklin. Franklin was 
an integrated school. My parents who had, 
by this time, sensed what I had encountered 
at Prescott, felt I would be better off attend- 
ing this school. They also were white-con- 
scious and wanted me to assimilate into the 
white society. They also felt that this was 
as good a place as any to start. 

But they were wrong and so was I. I 
still suffered the same rejections and hurts 
as I had experienced at Prescott, but this 
time it was twice as bad. Not only did the 
blacks not accept me and considered me 
white, the whites wouldn't accept me 
either and labeled me non-white or even 
black on various occasions. I was in the 
middle as many other Asians were. Because 
I was a sensitive kid at the time, it sort of 
hurt me a little more than the others to be 
in the middle and to take all the shit and 
garbage that was thrown our way. Classic 
cutdown phrases seem to become more 
plentiful now. I can even recall one of my 
teachers reciting one in front of the whole 
class, which didn't help the situation any. 


or her. Kong! Ding! Dong! Chong! Etc." It 
took me a month to live that one down. 

By the time I reached the third grade I 
was desperate. I had to do something, I 
couldn't stand it anymore. I was even at 
the point where I would cry sometimes 
when the other kids made fun of me. Then 
I discovered a way to get the kids off my 
back and to make allies. I noticed that if 
you cry or get mad when they're shooting 
on you, you just prolong it by crying and 
getting mad. But if you laugh and start to 
come down on yourself they let up real 
soon. I quickly became the school clown by 
cutting myself and my race down. The 
other kids started to become my friends 
because of this. 

Cutting down on myself and race didn’t 
bother me too much. I sort of enjoyed it. 
I hated what I was, being Chinese that is; 
my parents had the most to do with that. 
They expected too much from me. They 
wanted me to be this, do that, go here, read 
this, etc. The thing that annoyed me most 
about being Chinese was having to go to 
Chinese school. Boy! Did I hate that. I 
just couldn't dig it. I couldn't figure out 
why I should spend two extra hours each 
day after school attending this crummy in- 
stitution. 

By the sixth grade I had developed a 
philosophy. “There are only two groups of 
people in the world, blacks and whites, 
and if you're gonna make it in this world 
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you'd better be part of one or the other." 
Because I grew up in a black neighborhood 
and that most of my buddies or friends were 
black, I chose to become a member of the 
black group. 

When I entered Junior High School I 
soon found out that fitting into the group 
is to feel and act black. I found out that 
being a tough bastard with the vulgar and 
profane mouth and ideas, I was more ac- 
cepted because I was not the classic China- 
man anymore, . 

My whole junior high career could be 
summed up in one phrase: "Happiness was 
being cool and black." I was caught up in 
the wrong crowd according to Chinese 
standards and values, but I was comfortable 
and proud. The blacks were saying, “Man! 
Ron is cool, he talks like a black brother, 
dresses like one, dances like one and even 
makes love like one!” 

By the eleventh grade the beginnings of 
the Black Identity and Black Power came to 
the high school campuses. Now I was faced 
with the problem I had managed to avoid 
for four years. “What would happen to me 
now?" I gradually began to drop off from 
the group and was spending more and more 
time with the Asians. I started to feel un- 
comfortable among them as I sensed they 
felt uncomfortable around me. Everyone 
began wearing naturals, their identities 
changed from being tough guys to together 
power people. What I realized then was 
that I wasn't together with myself or my 
people. Later on in the year the Chicanos 
and Asians were beginning to get together. 
An Asian Caucus formed at Oakland High 
and called itself Asian Block. I quickly 


jumped on the bandwagon. Actually I 


really didn't care, but I wanted and needed 
a group to relate with. Everyone else was 
doing it, so why couldn't I. 

Asian Block continued to operate my 
senior year at Oakland high. I was still a 
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bandwagonist and apathetic towards the 
Asian Crisis. Then I had a date with one 
of the very heavy chicks on the Asian 
Caucus. Not only was she very heavy but a 
very fine chick. On the date we started 
talking. I started showing her my usual 
jive that the other chicks really dug. I felt 
uncomfortable, then she really laid it on 
me. "What's wrong with you? You're not 
Black, you're yellow, quit talking and acting 
like one! Start thinking about your brothers 
and sisters. About how you can help them 
and yourself." She saw right through me. I 
didn't get over that experience for almost 
half a year. 

My feelings started changing. I stopped 
trying to play it cool. I was myself at last. 
At the same time my sister got married to a 
white. I had naturally expected her to turn 
white and abandon the Chinese ways. What 
happened instead was that her husband 
took on the Chinese ways. I thought to my- 
self, "If a white can be proud of being 
Chinese, why can't I?" 

During the latter part of my senior year 
I was selected to go to Washington, D.C. to 
attend a Presidential Scholars program. At 
the conference I was the only Asian, there 
were also only four blacks. One night we 
were allowed to rap all night. During our 
rap session I sat and listened. "There were 
many southern whites at the conference. 
One of them started coming down on the 
black movement. He said that the blacks 
wanted too much too soon. I just sat there 
at first because I couldn't relate. Then the 
whitey pointed at me and said, "Look at 
him, he's not complaining and demanding, 
look how well off the Orientals are!" "This 
blew my mind completely. I got up quickly 
and started rapping on his ass real good. 
This was the first time I had ever got up 
and defended my race instead of cutting it 
down. I will never forget that incident for 
as long as I live. I believe that was the 
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catalyst for my search and involvement in 
Asian awareness and identity. 


MY LIFE AS A JAPANESE-AMERICAN 
Larry Kobori 


I don’t remember ever experiencing any 
racial prejudice from my friends or from 
their parents. But watching television I 
saw war movies where “the only good Jap 
was a dead Jap.” This was my first en- 
counter with the word “Jap.” I knew it 
was bad by the way John Wayne kept say- 
ing it. The “Japs” supposedly killed 
Wayne's friend but it's strange that Holly- 
wood showed only the Japanese soldiers 
being shot. I was glad that my friends never 
called me a “Jap.” 

When I started school everything was per- 
fect until the fourth grade. Some kids called 
me a "chink." I told them I'm Japanese, 
not Chinese. If I was going to be called a 
dirty name at least use the proper dirty 
name. My friends always told me to forget 
those kids, that those kids were stupid. I 
was glad to hear my friends say that. 

After the fourth grade things straightened 
out. But in the seventh grade we started to 
read about World War I and World War 
II. I knew that in World War II Japan at- 
tacked Pearl Harbor. So I worked real 
hard on World War I. I answered every 
question I could. But when it came to 
World War II, I never answered any ques- 
tion. I would just slouch in my chair. I 
guess I was feeling ashamed and embar- 
rassed at the atrocities of Japan during 
World War II. But what I didn’t under- 
stand was why the textbooks and the teacher 
glorified America’s bombing of Hiroshima 
and Nagasaki. My teacher said thousands 
of civilians, including women and children, 
were killed by the atom bombs thus making 
Japan surrender. She then added that the 
bombings had saved many American lives. 
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I then asked my teacher, Wouldn't that be 
considered an atrocity since so many civil- 
ians died? That's the way you describe 
Japanese atrocities." I'll never forget the 
way she stared at me and said, '""There's a 
difference." 'Today that episode is still 
clear as a bell. It's something that I've never 
forgotten. 

. There was only one other incident 
that I can remember. I went to the public 
library for some magazines when this white 
man pointed at me, called me a “Jap,” and 
laughed. This time I wasn't going to forget 
it. So I yelled at him and said, “What did 
you say?” The guy looked really startled; 
I don't think he was expecting me to make > 
a scene, He mumbled back, “Nothing.” I 
yelled back, “What did you say? Speak up!” 
Now the librarian starts walking over. But 
before she arrives the man walks out of the 
library. I felt good after that. It was good 
to see that man turn about eight different 
shades of red, That has been my strategy 
ever since. 


MY CHILDHOOD 
Audrey Nobori 


I lived in south Berkeley which was pre- 
dominantly black and attended Lincoln 
Elementary School. When I first started 
school a few of the children called me 
“Ching Chong Chinaman” but they soon 
accepted me. All my friends were black 
and I rarely saw any white or other Asian 
kids. I really didn’t understand any differ- 
ence in race as I remember because our 
housekeeper was black except she was very 
fair skinned and I didn’t see any di 
between her and a white person. 

Several of my black friends were also 
light skinned and I had difficulty distin- 
guishing the difference because I rarely saw 
any white kids. We formed our little crowd 
and I just fit right in. I didn't even think 
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of myself as looking any different from 
them. We all had our little kindergarten 
boyfriends and as I recall mine was Mexi- 
can, then later a black. Later, in third 
grade, a white family moved in the neigh- 
borhood and the kids went to Lincoln. We 
beat them up at every recess and called them 
“WHITE patties.” The term “rice patty” 
was never used on me, only it was converted 
to "white" instead of “rice” to mock only 
the white children. I learned to hate the 
white children as did the blacks but I had 
no reason why—only that my friends didn't 
like them so I didn't either. 

In the fourth grade I transferred to Jef- 
ferson School where there were mostly white 
children. Asians outnumbered blacks. We 
moved, so it was necessary for me to trans- 
fer. I was very unhappy at this school be- 
cause the white kids made me feel uncom- 
fortable. . . . At last I felt comfortable with 
one mainly white crowd. The fact that so 
many white kids went there still bothered 
me but I knew mostly all of the blacks that 
attended and mixed with them. All my 
after school activity was with them. 

Later in high school I began to really 
feel the different racial groups. Berkeley is 
so integrated that in the high school every 
different group was in one and were easy 
to pick out. The most hated group by 
the Asians was the social group. White 
upper-middle class. We had hippies and 
blacks. It was in high school that Asian 
Identity became important to me. I hated 
the Oriental who tried to be “in” with the 
whites. Our Asian group called these few 
a “white Jap.” In high school, our Asian 
group was accepted by the blacks and often 
we passed blacks exchanging the “Black 
Power” salutation of raising the fist. 

After high school I wanted to go to Los 
Angeles where the Asian population is 
greater. Complications in moving forced 
me to come to Cal-State where there are 
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nothing but whites, and I cannot mix suc- 
cessfully with whites. After I started 
though, I found it very difficult to make 
friends. My girlfriend and I decided to 
join the Ski Club where we met many 
friendly whites, and changed my outlook on 
the white people. I've attended several par- 
ties where I had a lot of fun. I've been ex- 
perimenting with them in a sense for the 
past year. I've gone steady with one and 
have become very good friends with others, 
I've interviewed a few of them and have 
found that they differ a lot. 

This past year, I've learned so much 
about the different types of people. My 
parents would like to see me mingle with 
more Asians but I tell them I'm learning 
so much about the white people and they're 
beginning to understand me. They want 
me to eventually marry an Asian but I told 
my mom I don't think I will. 


ASIAN-AMERICAN CULTURE 
Margaret Der 


I was born and raised in East Oakland. 
My mother and father were born in China. 
My father came to the United States when 
he was very young. But my mother lived in 
China until she married my father, 

Up to the age of nine I was always happy. 
I had someone to play with me. After I 
reached the age of nine things changed. 
Even now I can't understand why or how 
everyone did. To me it just happened. It 
was something that was inevitable and noth- 
ing I could do would prevent or change it. 
Anyway, I was in the fourth grade. Every- 
one changed. They didn’t want to play 
with me because I was different, I was 
really upset because I just couldn’t under- 
stand what was wrong with me. It had 
never happened before. I used to go home 
from school either mad or crying because 
they wouldn’t play with me, 
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I hated my yellow color. 


black skinned. 


Sometimes I would walk home with a 
group of black and Mexican children be- 
hind me shouting "Ching Chong China- 
man" or “Jap.” I was really angry but 
there was nothing I could do about ruri 
wanted to fight them but there were far 
too many children against me and no one 
would help me. So, all I could do when- 
ever it happened was to ignore the entire 
incident. That didn't help matters either. 
When they saw that I wasn't going to fight 
them they would yell at me all the louder. 
Life was torment. 

One day my two younger sisters were 
walking home from the nearby library 
when they were confronted by a group 
(about five black girls) of children. They 
called my sisters all sorts of derogatory 
names but my sisters (one seven years old 
and one four and a half years old) tried to 
ignore them. When one of the girls tried 
to push my youngest sister down, my other 
sister got mad and started fighting the one 
who had pushed my other sister. She alone 
tried to fight all five girls together because 
they all kept trying to beat up my youngest 
sister who was too young to protect herself 
properly. So the end result was that they 
succeeded in beating up my two sisters. 

So after those and several more incidents 
I got to the point where I just hated every- 
one in my neighborhood. I was disillu- 
sioned. I hated my yellow color. Day in 
and day out I wished I was black skinned. 
One time I even waited for the first star 
to appear in the sky so that I could wish 
upon it saying: 

Star bright, star light 

The first star I've seen tonight 
I wish I may, I wish I might 
Have the wish I wish tonight 
(I wish I wasn't Chinese) 


Day in and day out I wished I was 
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I stayed a Chinese so I thought I had 
done something wrong such as recited the 
poem wrong or maybe that wasn't the first 
star in the sky. 

In fact many other incidents convinced 
me that not all black people are as bad as 
some of those that I knew as a youngster. 
But when I was young everyone and every- 
thing hurt me more than if something sim- 
ilar occurred today. I just couldn't take the 
difficulties inlife. Everything was too much 
for me. 

Now things are different. I still have 
minor incidents of racial prejudice but 
nothing that affected me as greatly as those 
when I was under twelve. 
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COACHES AND PROFESSORS 
Dexter Fong 


This report is on some of the prejudices I 
have seen and felt while I have been here 
at the college. These things may be my im- 
agination but they have still bothered me. 
Before the football season had started, I 
came down here to talk to the football 
coaches. I first talked to the defensive 
coach because that was my specialty. I 
did not want to play defense because of my 
injury so I told him I wanted to try play- 
ing quarterback, because I have had some 
experience at this spot. I finally got to talk 
to the offensive backfield coach. He looked 
at me, and didn’t seem too interested. He 
asked me how much I weighed and how 
fast I could run the 100 yard dash. Then 
he said he would mail me a letter to inform 
me of the time of the physical examina- 
tions, I left my address with the other 
coach, and I went back home. I never re 
ceived that letter and I had no idea when — 
practice was to start so I finally came down .. 
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on my own again. The coaches acted as if 
it were my own fault that I didn't get that 
letter or that it was my fault I didn't find 
out for myself. The coach acted as if he 
was doing me a favor for letting me prac- 
tice with them. After the fourth practice I 
had learned about four or five series of 
plays. The quarterbacks were in their rota- 
tion running the plays. I asked one of the 
assistant coaches if I could get in there to 
try to run some plays. He said, “Of course, 
how else are you going to learn?" SoI got 
in the line, When my turn came, I felt 
scared. The huddle got together, I called a 
play. I was just about to break the huddle 
up when the offensive coach came right up 
and told me to get out of there and "let 
Someone who knows what they're doing run 
the play." I was so embarrassed I didn't 
know what to do. After that I just stood 
around, looking, and lagging around the 
field. 


————— 
- * . When he asked me why we 
had a low crime rate | told him 
there were less of us. 
——— 
After this incident I began to see things 
I hadn’t seen before, I thought I was being 
treated like this because I was a week late 
but then there was this other guy. He came 
a day later than I did. The coach stayed 
after practice to help him out. "They got 
him a place to stay and he was eating with 
the team during dinner. The team had 
dinner every night at a restaurant. This 
Was the training table. This new guy was 
also invited to this; of course I was not. 
This guy didn't make the first team or any- 
thing, he wasn't anyone special because he 
didn't do very well during practice. I 
didn't understand it. I wasn't even intro- 
duced to the head coach when I was down 
there. Well, practice kept on like this and 
I was getting sick of being treated like I 
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was. I never got any attention, which the 
coaches stressed. They said they tried to be 
personal with the players yet I was still a 
stranger. They never had time for me 
when I asked if I could talk to them, One 
time after practice I asked the backfield 
coach if I could talk to him and he said to 
wait a few minutes. Well, it took about 
two hours before I got to talk to him, and 
that was just for a few minutes. I never 
felt so left out in my entire life. After a 
few days I quit the team. When I told the 
coach I was going to quit, his reply was, 
"Some people have the ability and some 
don’t.” I was so sick and tired of every- 
thing already I didn't say anything back, 
but that coach sure did piss me off; he never 
gave me a chance, he never even saw me 
Tun a play and he says to me some people 
have the ability and some don't. 

There is another teacher here at the col- 
lege that kind of bothered me, too. One 
time in our discussion he was talking about 
crime rates among the Orientals He was 
saying how low the crime rate was and was 
wondering why. He looked at me as if I 
knew all the answers. He said that the 
Orientals were all goody goody, no trouble 
with the whites—the stereotype Oriental 
people—that’s what he was describing. He 
said they knew their place and stuff like 
that. He pissed me off, and when he asked 
me why we had a low crime rate I told him 
there were less of us. He got kind of mad 
I guess because he tried to cut me down with 
his remarks. Then he asked me how come 
Orientals would not rather steal—because 
of the family background, the Tong courts 
might get us, or because our ancestors 
would look down on us? He asked me those 
things so I said, “Who said I wouldn’t steal? 
How do you know that I don't?" This went 
on in front of the class for about five min- 
utes. Another thing he asked me was, 
"Would you try to rob a bank?" I told 
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him I wouldn't because it would take a 
genius to do so. He said, “Well, you better 
not then.” 

Just last week, after Thanksgiving Vaca- 
tion, in one of his lectures he was comment- 
ing on some of the products of some of the 
countries in the world. We were talking 
about whales at the time. He named off a 
few and then he came to one point that kind 
of shook me up. He said, ". . . and the 
Japs catch a lot of whales for their exports 
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and industries." That kind of made me feel 
funny on the inside even though I'm not 
Japanese. 

"These two incidents were the two main 
things that have happened to me while I 
have been enrolled here. They have really 
been interesting and scary but I've learned 
how some people react to my answers. They 
react indirectly and not directly because 
they don't want to be known as prejudiced 


openly. 
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Loneliness in Old Age 


T'he author describes the causes of loneliness in the aged—geograph- 


ical, language, and cultural factors, 
ing death. She suggests ways by wh 


loneliness. 


The empty life is filled with tears 
—Japanese Proverb. 


During the past 20 years there has been a 
steady increase in the number of articles in 
the literature pertaining to the subject of 
loneliness, The poets and novelists have 
long described loneliness to us. Thomas 
Wolfe felt that loneliness was a central and 
inevitable part of our human existence. 

Professionals, too, have shown interest in 
the subject, e.g. Frieda Fromm-Reichmann, 
wrote that, “Loneliness seems to be such a 
painful, frightening experience that people 
will do practically everything to avoid it”. 
Sullivan stated that man is a gregarious 
animal with a need for contact with others; 
when this need is unfulfilled, it is ex- 
pressed in loneliness. When action is taken 
to avoid or relieve tension or loneliness, 
there is enhancement of self-esteem.15 Clark 
Moustakas sensitively described the loneli- 
ness of an aged man who was his patient.1° 
The same author subsequently elaborated 
on loneliness in a small book.9 Charlotte 
Buhler wrote: “The estrangement of sick- 
ness in old age is perhaps the most hopeless 
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of all conditions of loneliness because of 
the finality of this fate. The complaint of 
the sick old person has a ring of reality as 
no other and his depression seems un- 
mitigable” 2 

Clark and Anderson found that loneli- 
ness was a major problem in their sample 
of elderly people. This was true both of 
persons in the hospital sample and those 
who were physically ill in the community. 
"They further stated that being housebound 
itself contributes to the state of loneliness. 
Confinement and immobility resulted in 
loneliness. 


Definition 


In the dictionary, lonely is defined as 
"being without company”.17 However, for 
the purposes of this paper, Fromm-Reich- 
manns description of loneliness will be 


* «the states of mind in which the fact 
that ther 


that ther. 
ips i ife is out of the 
realm of expectation or imagination,” € 


This particular quote seems to aptly fit 
the loneliness of the aged. Not only may 
the people in the aged one's past life be 
forgotten, but many of them may be dead. 
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And the future is bleak for the aged if they 
are not very outgoing, and must try to re- 
place the losses they have known. 

Loneliness in the institutionalized aged 
(who make up 4-5% of the aged popula- 
tion) is low on the list of priorities of care 
it seems to me. Physical care often has 
priority, and it is true that staff must always 
be concerned with physical care. 

The aged live in isolation, in spite of 
being in a communal setting, because often 
they do not have enough ego energy left to 
be outgoing, to establish new relationships, 
to make a new friend or two. Often their 
roommates are “vegetables” (their descrip- 
tion) with whom they cannot make contact. 
Patients have told me how difficult it is to 
maintain their own sense of reality, their 
own sanity, when they are placed in rooms 
with persons so out of contact with reality. 
Zinser talks of "the cruel disintegration of 
slow years”. I believe this disintegration is 
accelerated when patients are placed in 
rooms with patients with whom they can- 
not communicate. Patients have described 
the isolation they feel when rooming with 
non-English speaking patients, aphasic pa- 
tients, or patients too confused to make 
sense. Howell writes about the need for 
contact with others. 


“Loneliness produces many difficulties 
for old people; its importance grows 
with infirmity. Experience suggests that 
senile mental deterioration supervenes 
more readily in those who have few con- 
tacts with their fellow creatures.” 8 


Although significant people in the aged’s 
life may not be few, the fact remains that 
they have lost many through death. 

Bernard Cooke says that “Involvement 
with people is always a very delicate thing 
—it requires real maturity to become in- 
volved and not get all messed up".* To 
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intervene in loneliness of another seems to 
me to be an especially delicate thing. How 
and when does one intervene in another's 
loneliness, especially an aged person’s? 

To intervene in a client or patient's lone- 
liness, a caregiver must have conquered her 
own loneliness. Each of us comes to terms 
with our own loneliness in our own way. 
Lonely aged, like the dying patients, are 
frequently avoided. What does a helper do 
or say when an aged patient says, “I am so 
lonely"? 

In a class on gerontology, I asked stu- 
dents to describe the behavior in their aged 
patients which they found the most frustrat- 
ing. Here is what one nurse wrote: 


“The behavior pattern that frustrates me 
the most is the clinging to you—the ter- 
rible loneliness—the feeling that no one 
cares anymore—that this is the end of 
the road.” 


If one intervenes by sitting quietly with 
someone, it is still unfortunately miscon- 
strued as “goofing off’. Sharing beverages 
or food with elderly, who detest eating 
alone, is often queried. To accept small 
gifts from them brings forth the criticism of 
not being very professional. Nonetheless, 
getting involved with the lonely aged may 
necessitate just such behavior from the care- 
givers. 

If one decides that loneliness is a problem 
in an aged client or patient, then one needs 
to decide cause or causes (for they may be 
multiple) of that loneliness. These are some 
of the causes of loneliness I have observed 
in the aged; these are not limited to hos- 
pitalized aged patients, they could well ap- 
ply to isolated aged living in hotel rooms, 
in their own homes, or with relatives. 
Moustakas reminds us that, “Old age is 
fertile soil for loneliness and the fear of a 
lonely old age far outweighs the fear of 
death in the thinking of many people.” 18 
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Causes of Loneliness 


There are many factors that contribute to 
the loneliness of the aged person. One fac- 
tor may weigh more heavily than others, 
but there may be several types of loneliness 
bearing down simultaneously. The factors 
I have observed which contribute to loneli- 
ness in the aged include: (1) Geographical 
loneliness; (2) Language barriers; (3) Cul- 
tural loneliness experienced by many for- 
eign-born patients; (4) Life-style loneliness; 
(5) Loneliness of illness and/or pain; (6) 
Loss loneliness; and (7) Loneliness caused 
by impending death. 


Geographical 

Frequently hospitalized aged are placed 
in hospitals or institutions which are quite 
distant from their homes, For example, at 
this writing San Francisco does not have 
enough nursing home beds to accommodate 
the increasing number of aged persons who 
require 24-hour-care. Consequently people 
who lived for years in San Francisco find 
themselves in nursing homes 30 to 40 miles 
from San Francisco. They miss the fog, and 
the climate of San Francisco, and their 
friends, many of whom are too weak and 
feeble themselves to cope with bus transfers 
and all the problems inherent in transporta- 
tion. Aged patients, especially those who 
have never been hospitalized in their lives, 
find the routine and demands of a hospital 
most trying and annoying. 

The magnitude of this problem of the 
aged is described in a recent headline, 
“Pastors to Map Plans for Aiding the 
Elderly Lonely" The request for such 
Plans came from a mental health associa- 
tion. “Their letter noted 2,500 to 3,000 
elderly are housed in approximately 25 con- 
valescent homes but while physical needs 
are being met, many patients are without 
recreational experiences or social expe- 
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riences, . . , Lay persons are being urged 
through their churches to “adopt” a. pa- 
tient, home or hospital for visits, chats or 
cheer which can alleviate the hours of lone- 
liness." 12 

A student of mine described a 79-year- 
old man who had been hospitalized and 
placed in isolation at the end of the hall. 
The astute student assessed part of his prob- 
lem as sheer loneliness which she felt had 
been enforced upon him by hospitalization, 
room location, and an order for isolation. 
He was isolated for a Staph infection; he 
Was restrained for an intravenous, She 
talked to him and found out he was upset 
at being restrained, so she untied his hands 
and explained that he must not try to pull 
the intravenous out. She talked to the staff 
and explained his plight, and they designed 
a nursing care plan to mitigate his loneli- 
ness, even though he continued to be iso- 
lated in the room, Staff alternated in brief 
visits. Each time someone passed. his door, 
they stopped momentarily at the threshold 
of his door to at least say "Hi". 


Language Barriers 


For foreign-born aged who have not 
mastered the English language there exists 
real isolation. I recall a Russian-born 
woman who walked about a nursing home 
carrying a doll in her arms and smiling 
plaintively at those who passed her, No 
one was ever able to communicate with her 
in her native tongue as there was neither 
staff nor patient who knew any Russian. I 
have seen the same true of other foreign- 
born patients. The use of translators and 
linguists seems to me one area barely tapped 
in the care of the aged. Hiring someone 
who was fluent in a foreign language might 
be just as essential as hiring a person who 
gave outstanding physical care to the pa- 
tient. 
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During a tour of large Jewish home for 
the aged in Los Angeles the social worker 
spoke either in German or Yiddish to the 
patients she passed. The way the elderly 
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was one man in my group work with the 
aged who attended the group faithfully for 
some time. He had been a loner for many 
years; he had never married. The doctor 


Not much headway has been made in permitting aged patients 


fo die peacefully at home. 
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lit up immediately and responded to her 
indicated how quickly she had reached them 
in their native tongue. Muecke gives sug- 
gestions what to do with people who do not 
speak the English language.*? 


Cultural Loneliness 


There is a close relationship between the 
loneliness caused by loss of some of the im- 
portant cultural aspects of one’s life, and the 
language barrier. Aged who have difficulty 
with the English language may still retain 
many of their customs and ways of bygone 
years. Eating habits and preferences is one 
good example, Many of our current aged 
migrated to this country from another area. 
For these persons, there often occurs a cul- 
tural loneliness. Chicano patients who are 
confined to nursing homes very much desire 
a taco, or enchilada, but instead they find a 
consistent “Americanized” diet. The same 
was true of a Hungarian woman I knew 
who craved strudel. 

Food is important to the aged, especially 
food they ate previously and they often 
mention how they miss the former diet. 
Garvin and Burger say that “. . . eating is 
far and away the most significant personal 
activity for aging patients.” * 


Loneliness: A Life Style 


It is easy to make the assumption that an 
elderly person is lonely because we have ob- 
served his aloofness and that he always stays 
on the periphery of groups of people. There 


and the nurses felt that being in our group 
might be helpful to him. He attended 38 
meetings, and participated only minimally, 
although he listened intently and smiled 
and nonverbally appeared to enjoy himself 
a good part of the time. As the group began 
to show cohesiveness and members began 
to express concern and care for one another, 
the situation became more threatening for 
Mr. C. He did not seem able to tolerate 
the closeness of the group, so he abruptly 
withdrew, and gave a rather flimsy excuse. 
It is easy to think that: group work might 
be therapeutic, but there are instances 
where groupness might not be tolerated if 
the life style was one of aloofness and alone- 
ness. The life style can be ascertained by 
finding out what the patient has done, and 
sometimes just such information as “he has 
always been a loner” on a patient's chart 
or from a friend or relative will give one 
clues as to life style. 

To assess life style loneliness, one might 
ask: Does the patient state he has always 
been a loner? Does the patient say he has 
never married? Does the patient deny lone- 
liness? Does the patient stay to himself on 
the ward? Is the patient uncomfortable 
when other patients infringe on his “ter- 
ritorial” area in the hospital? Has the pa- 
tient been living in a skid row area, or flatly 
stated he was a bum on the go all of the 
time. Women might admit to having lived 
in one room or a small apartment alone 
all of their lives with only the job as a 
source of satisfaction. Are there few, if 
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any, visitors? Does the patient receive any 
mail? Does the patient say that he left 
home at an early age and has no ties with 
his family? Aged patients have mentioned 
having been brutally treated at home and 
running away, or having lost parents, and 
living with relatives, They could not wait 
to get away from the intolerable childhood 
scene; some subsequently became loners. 


Loneliness of Illness 


Illness and pain cause a loneliness all 
their own. The institution is often a maze 
of ramps and corridors for the average 
individual. When I first began group work 
in a large convalescent hospital I felt lost 
and bewildered as I wandered down the 
corridors exactly like the one I had just 
come from. I could understand why pa- 
tients could not find their rooms. 

Stockwell and Nishikawa discuss the lone- 
liness that besets a hospitalized patient, 
particularly when the patient is faced with 
physical stress and trauma. 


“When a person is hospitalized, he be- 
comes more acutely aware of his human 
separateness. The disease, the trauma is 
happening to him, and no one else can 
experience this for him. There is no 
escape from his body capsule. In the 
hospital, the opportunity for relating is 
minimal. He is surrounded by strangers 
who relate to him in the most intimate 
way, yet with an aura of detachment. 
Loneliness becomes overwhelming. Phys- 
ical stress leaves him helpless, as bodily 
functions are out of control. Lonely and 
helpless, to whom can he turn?" 14 


Pain causes loneliness, because it is all 
ours. Either physical or psychic pain can be 
excruciating. If the alleviation of pain is 
one goal, then one may need to mitigate 
the aloneness or loneliness that may be con- 
Current with the pain; there is a dual pur- 
pose in intervening. 
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Loss of eyesight, loss of hearing, and loss 
of ambulation serve to increase loneliness in 
the aged. When the aged can no longer 
read nor watch television he is deprived of 
pleasure. Hearing losses also increase the 
feeling of being bereft, not included. 


Hiring someone who was fluent in 
a foreign language might be just 
as essential as hiring a person 
who gave outstanding physical 
care fo the patient. 


———— 


Loss Loneliness 


If one listens carefully to the aged, one 
Will hear various themes of loss. They de- 
scribe the sad feeling they experience when 
they know they are the last member of their 
family alive, for example, Jack Weinberg 
has described how the aged replace loss of 
people with "things":8 Esther Lucile 
Brown also writes about the importance of 
“things” as comforting symbols to patients 
hospitalized in a general hospitali Staff 
who are intolerant of patients’ accumulation 
of memorabilia need to remember that this 
may be one way an aged person is coping 
with losses of persons in his life, 

Assisting the aged with loss and with 
their grief work is one of the constant needs, 
Wasser says that, “Handling loneliness and 
some. depressed feelings is a normal aspect 
of maturation. They can, however, be- 
come unbearable, immobilizing, and a vivid 
unchanging part of a life situation, and so 
pathological.” 16 

The same author suggests that a helper 
needs to convey to the older person that the 
feelings are acceptable to the worker—the 
anger, guilt, frustration, fear and anxious 
feelings are acceptable. The worker will 
need to know that often useful defenses 
need to be supported. Denial, repression, 
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increased dependency, are three common 
defense coping mechanisms the caregiver 
needs to assess; however, older persons react 
in a variety of ways to their losses. For 
those aged unaccustomed to expression of 
lonely feelings or sadness, they may turn 
the feelings inward. In so doing, the low 
self esteem. which may already exist is low- 
ered even more. 


The Loneliness of Impending Death 


Great advances have been made in recent 
years regarding care of the dying patient. 
"Wasser reminds us that repression and 
denial may be operating when a client's own 
death is close. “The loneliness experienced 
by so many reflects the realities of their 
lives, and, unlike the earlier years, the 
later years bring fewer if any outer com- 
pensations and substitutions for what is 
lost." 18 

The caregiver is often thrown back on 
himself when relating to a dying person. 
When there is no longer any treatment or 
technique to offer the dying patient, then 
what? The aged dying patients I have cared 
for have feared these: (1) dying alone; (2) 
severe pain; (3) becoming totally paralyzed. 
Nights were especially fearsome for them. 
When I worked with the 4 p.m. to 12 A.M. 
shift patients dreaded my leaving at mid- 
night. A night special or even a mature 
“sitter” can often allay the fear and anxiety 
of these persons. 

Patients permitted to visit their home 
once again, or even to die at home seemed 
appreciative. Not much headway has been 
made in permitting aged patients to die 
peacefully at home. Families of the dying 
aged need tremendous support also. Staff 
support may help them so that they can be 
more effective with their dying relatives. 
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Summary 


The caregiver needs to ascertain the cause 
or causes of loneliness in the aged client. 
From this assessment interventions can be 
implemented which may be therapeutic for 
the individual. Groups have been found to 
be therapeutic for many, but not all aged. 
Conti has written about the judgment 
needed in selecting patients for groups. 

If a caretaker is to intervene in an elderly 
client’s loneliness, he may want to look at 
the possible facets of loneliness the aged 
may be experiencing: (1) Geographical; (2) 
Language barrier; (3) Cultural; (4) Life- 
style; (5) Loneliness caused by illness and/or 
pain; (6) Loss loneliness; and (7) Loneliness 
caused by impending death. When these 
are determined, the caretaker needs to 
creatively approach the mitigation of the 
aged’s loneliness. 

It seems appropriate to end this article 
with a paragraph from Rokeach’s epilogue 
describing The Three Christs of Ypsilanti, 
two of whom were aged: 


“If the three men were unfit to cope 
with the real world when they were first 
committed, they had become, if anything, 
less fit as the years passed, Their lone- 
liness and isolation, the loss of their ego 
boundaries and the resultant deperson- 
alization, could only become accentuated 
through years of neglect by a society 
which up to now has been more ready to 
disburse funds for incarceration than for 
regeneration.” 18 
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Self-Conceptions of Mental 
Health Among the Aged 


Other studies have indicated that such factors as health, income and 
activity are the most important items in the life satisfaction of the aged. 
This survey was conducted to determine if the elderly themselves per- 


ceive such a relationship. Two 


hundred and ten aged persons were 


interviewed. A concern for good health, followed by a concern for 
financial solvency showed up in the responses, as did a high concern for 


crime. 
to the aged. 


Studies of the factors associated with life 
satisfaction and morale among the aged 
have characteristically isolated the three 
variables of health,’ 5? income,® 7 and 
activity? 468 Generally, these findings 
have emerged out of the statistical cross- 
tabulation of theoretically significant fac- 
tors, the data of which were previously 
attained through the surveying and ques- 
tioning of respondents about each factor 
independently. Respondents have not 
usually been asked directly about the con- 
ditions affecting their mental health. Rather, 
those factors that have been found to be 
strongly related, statistically, to life satisfac- 
tion and morale have been said to be the 
conditions influencing mental health. 

Although these studies have been highly 
consistent in the factors that they have 
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The factor of activity did not seem to be consciously relevant 


located as influencing the mental health of 
old people, it cannot be inferred from this 
that the aged themselves are aware of these 
relationships. Moreover, it is not clear 
whether or not one or two of the three 
factors mentioned above should be treated 
as more basic to life satisfaction. Although 
the statistical cross-tabulation of variables 
may indicate the degree of relationship be- 
tween them, analysis of the relationship 
perceived by subjects may be more strongly 
indicative of the manner in which they 
function psychologically, especially which 
are conceived more as concomitants and 
which as influencers of mental health. This 
study addresses itself to two questions: (1) 
whether or not statistical relationships 
found between such factors as health, in- 
come, and activity on the one hand, and 
life satisfaction on the other, are meaning- 
fully related in the minds of old people, 
and (2) what kind of relationship is thought 
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to exist between these factors and life satis- 
faction. 


Procedure 


A total of 210 old people, 60 years and 
over, were interviewed in Detroit. Persons 
ranged in age from 60 to 94 years old. A 
stratified, systematic sample was drawn, the 
strata consisting of aged individuals re- 
siding in three types of housing arrange- 
ment. These three types of residential set- 
tings were: (a) large, multiple-unit 
dwellings exclusively housing aged persons, 
none of which were nursing facilities; (b) 
apartment dwellings with mixed age- 
groups; and (c) housing consisting of single 
homes. Stratifying aged persons by housing 
produced demographic characteristics in the 
sample drawn that were fairly representa- 
‘tive of the characteristics of the aged popu- 
lation of the United States in general. 

In order to probe into the conceptions 
of what the aged consider to be necessary 
to carry on a satisfactory daily life, respond- 
ents were asked directly about what things 
they thought would be necessary in order 
to be satisfied with their lives. The follow- 
ing question, modified slightly from Can- 
tril! was put to them: 


“All of us want certain things out of 
life. When you think about what really 
matters in your own life, what are your 
wishes and hopes for the future? In 
other words, if you imagine your future 
in the best possible way, what would 
your life be like then, if you are to be 
happy? Take your time in answering; 
such things aren’t easy to put into 
words.” 


Immediately after the foregoing question on 
hopes and wishes, respondents were asked 
the following: 1 
“Now take the other side of the picture 
—what are your fears and worries 
about the future? In other words, if 


you imagine your future in the worst 
Possible light, what would your life look 
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like then? Again, take your time in 
answering.” 


Findings 

Answers to both questions were recorded 
as primary and secondary responses for each 
aged person interviewed.* For every re- 
spondent, the first answer given to the ques- 
tions was taken as his primary hope or 
worry about life satisfaction, and the second 
response as his secondary hope or worry. 

Of all the hopes that the aged in the 
study sample have for their future, having 
good health far outweighs any other with 
34.3% of the respondents wishing for this, 
Next to this, aged persons tend to be con- 
cerned that they remain as they have been 
(13.3%) and that the world about them im- 
proves (13.3%). 

This direct concern for their health is 
somewhat conservative, for the same hope 
was put in at least two other ways by some 
respondents. Two persons expressed this 
concern with health by mentioning that 
they hoped not to have to enter a nursing 
home, while nine other persons said that 
they wished not to become burdens to their 
families or others, As a whole, then, hopes 
for better or stable health constituted 39.6%, 
of the primary desires of the persons sam- 
pled. 

Although only seven persons (3.3%) di- 
rectly mentioned wishes for better finances 
in order to be satisfied with their lives, two 
other types of expressed desires indicated 
concern with solvency. Several persons in- 
dicated that they wished contentment and 
security (8.6%) and one person expressed a 
desire for better housing. "Together, these 
wishes for improved solvency constitute 
12.4% of the primary hopes of respondents. 

A comparatively large number of persons 

express little hope for the future as well as 


* Tables of responses are available from the author. 
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little future. Of all responses, 8.176 said 
that they had no future and 5.2% stated 
that they had no hopes. 


———— 
... the fear of death that was ex- 
pressed . . . was not so much a 
fear of death itself as a fear of 
the dying process. 


For secondary hopes, a large proportion 
of respondents (26.7%) had no other hopes 
than those initially expressed. Aside from 
this, being healthy appears again to be the 
greatest factor expressed as leading to 
happiness. Nineteen percent wish directly 
for good health, 10.5% hope not to be a 
burden, and 1.9% hope that it will not be 
necessary for them to enter a nursing home. 

Being solvent is mentioned more fre- 
quently as desirable among the secondary 
responses of subjects than among the pri- 
mary ones. Twenty persons (9.5%) stated 
that they wished better finances, 19 (9.0%) 
said that they wished security and 4 (1.9%) 
mentioned a desire for better housing. To- 
gether, solvency considered as a factor in 
life satisfaction constitutes 20.4% of second- 
ary responses. 

Tt was clear while interviewing these aged 
persons that they fully realize the impact 
(or potential impact) on their happiness 
and life satisfaction of poor health or insuffi- 
cient income—regardless of whether or not 
jhey were healthy or solvent or both. Con- 
sider the following typical remarks to the 
above question on wishes for happiness: 


I wish my faculties would work till I die. 
It would be a burden if I get senile. I 
wish the same for my husband. I hope 
my grandchildren turn out all right. I 
don't hope to do much more. [65 yr. old 
woman with “excellent” health| 


My future now? Better health. What 
else would there be? Unless I think of my 
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kids. [63 yr. old woman with "fair" 
health] 
I've been sick so much that I’m not plan- 
ning. My legs are still bad. I wish that 
my healih would be better. I hope my 
life is better—you know. I hope I don't 
have to go on no i ated now with 
the rising prices. [62 yr. old woman with 
“fair” health] 
Right now, there ain’t no future for me. 
Finish this screwy world and that's it! 
If you ain’t got the health to bring you 
joy, it ain’t worth living! Th EE 
shoot the guys that retire. They ain't 
nothing to live for. The sooner I die, 
the better it be. That’s what I wish! 
[78 yr. old male with “fair” health] 
Responses to the question on what condi- 
tions worry them lead the aged to state 
factors similar to those mentioned above 
with respect to life satisfaction. Health is 
the worry that most troubles old people. Of 
all responses, 16.2% said that they fear for 
their health. Health related worries were 
also prominent. Worrying about a disabil- 
ity that might lead to their being a burden 
on their children (7.6%) or fear of having 
to be put into a nursing home (3.8%) were 
related to general apprehension about 
health. Also, the fear of death that was 
expressed by six people (2.97%) was not so 
much a fear of death itself as a fear of the 
dying process. Most respondents knew of 
persons who had suffered long and agoniz- 
ing deaths, and worried about the same for 
themselves. Several persons expressed the 
following: j 


It's a worry to me to be a burden or be- 
ing on someone's hands. If I go, I want to 
go quick. 


I worry if we would be disabled in any 
way. It would take the little savings that 
we have. I fear becoming a cripple and 
becoming disabled so that you'd. have to 
be bedfast the rest of your life. 


My own health—being in a nursing home. 
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I seen a lot of nursing homes. If I go, I 
want to go fast. 

I would have fear of a long illness. I 
worry about getting incapacitated, 
When I’m sick, I saw in the hospital the 
way they treat old people. I don’t want 
to be in a hospital. They don’t come all 
night. A woman next to me not hold 
her bowels. They not wash her all night. 


Generally, those persons -who expressed a 
fear of the dying process also hoped to die 
quickly. Altogether, worrying about health 
and health-related matters constituted 
30.5% of all primary expressions of appre- 
hension, 

The aged also worry about their finances, 
being 9.5% of all primary responses, 
Although many persons did not report their 
financial state as a primary fear in response 
to this specific question, almost all individ- 
uals in the study sample complained at some 
time during their interviews of rising prices 
and fixed or low incomes. Some even feared 
losing their social security: 


If I get shut out of my social Security, 
what would become of me? One hundred 
dollars when you pay $50 rent. You don’t 
have much for the whole month. I take 
my medicine and telephone out of what's 
eft. 


I fear about stopping our social security 
—what kind of living we will have? 


27.2% This, however, appears to be some- 
what exaggerated, for among several of 
these respondents, various worries were 
mentioned elsewhere in the interview. 
These worries were most often about health, 
solvency, and crime, 

The fear of crime, neighborhood blight, 
and political turmoil was very much evident 
among responses to this question. This is 
not surprising since, of all age-groups, the 
aged tend to be the most vulnerable to these 
conditions. They are relatively helpless in 
the face of attack, and moreover, are likely 
to be limited by their resources to highly 
vulnerable social circumstances, The aged 
are likely to have to walk to attain their ser- 
vices. They are not likely to move away 
from what they consider undesirable neigh- 
borhoods because of their incomes, And, 
their health and income make it most diffi- 
cult for them to recover from crises, Ten 
percent of the sampled respondents ex- 
pressed fear of crime and 13.8% mentioned 
fear of political turmoil, Both of these 
figures tend to underestimate these fears, 
for the aged mentioned their worries about 
crime in several contexts—in discussing 
their neighborhoods, homes, and services 
such as local churches, Synagogues, and mer- 
chants. Old people typically feared leay- 
ing their residences for various daily necessi- 
ties: 


Old people typically feared leaving their residences for var- 


ious daily necessities. 
—— 


I have financial fears. Pm living on social 
security and what my son Jim can help 
me with. My husband died too young 
to get a pension. If no social security, 
what then? 


Although health and solvency are of cen- 
tral concern to the aged, a large number of 
Persons responded as having no fears— 


Vol. 55, No, 3, July 1971 


Take fears—who hasn't got fears at what’s 
happening. “Everything is in such a tur- 
moil. Like I said before, what’s the use 
of bringing children into the world. No- 
body seems to know what to do. It’s 
all mixed up! You can’t even step out. 
Pm not worrying about my future. Why 
should I? It wouldn’t do any good! 


Some aged persons expressed fear of per- 
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sons breaking into their homes. Several 
said that they did not feel safe at home: 


They broke into my house twice. The 
real estate people call sometimes twice a 
day and tell me that I should sell now. 

We can't even keep the windows open 

in the hot nights. 

I worry in case I take sick and die and be 

by myself. [weeps| There's lots of things 

Im afraid of. I'm afraid of someone 

breakin’ in and killin’ me. Or, if I could 

be dead a whole week and no one would 
know. [weeps] 

"The secondary responses of persons to the 
question on worries were similar to the pri- 
mary ones. Of any fears cited, health and 
health-related fears were mentioned most 
often by respondents. Financial fear was 
indicated by 10 individuals. A large share 
of persons did not mention any fear other 
than their primary ones (57.6%). 


Discussion 


The foregoing data has shown that when 
asked directly about the factors influential 
in determining life satisfaction, the aged 
tend to be greatly concerned with prob- 
lems of health and solvency. Although 
previous studies of the mental health of 
old people found that there were strong 
statistical relationships between health, sol- 
vency, activity, and morale, the question 
still remained whether or not aged persons 
were aware of and concerned themselves 
with these factors. Of the three factors 
mentioned to be statistically related to 
morale, only activity does not appear to be 
consciously relevant to the aged. The anal- 
ysis of interview data indicates that health 
and solvency are perceived by the aged as 
more fundamental in influencing mental 
health than is activity alone. Other inter- 
view data indicate that activity, like life 
satisfaction, is thought of as an outcome of 
sound physical health and solvency. This 
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stands in contrast to the “causal” interpre- 
tation of the relationship between activity 
and life satisfaction that has been found 
statistically and noted above. 

It was shown above that the kinds of 
answers that the aged give for that which 
causes their fears or happiness—when asked 
directly—are to some degree similar to that 
which has been found statistically or indi- 
rectly. This may indicate that in local 
situations which may be responsible for 
significant losses or rewards in people's 
lives, "sufficient" understanding of be- 
havior need proceed no further than asking 
persons involved about their behavior di- 
rectly. This mode of inquiry of directly 
probing respondents about their behavior 
assumes rational awareness by persons of 
significant and immediate life situations. 

If it is the case that we assume rational 
awareness about immediately critical prob- 
lems in the lives of the aged, then one very 
important implication of this is that the 
problems of mental health among the aged 
are most often realized and dealt with by the 
aged by themselves. In short, most persons 
engage in some form of self-therapeutic 
practice when faced with morale problems. 
Certainly, if this were not so, then the con- 
centration of professional mental health 
practitioners could not very well be limited 
to what may now be viewed as the “special 
cases” that they do encounter. 

One other implication of the foregoing 
data is that the conditions of mental health 
in a group of persons may not be well-de- 
lineated through the use of “objective” 
probes. Unfortunately, these kinds of 
probes severely limit answers by respon- 
dents to those choices provided by the re- 
searcher. However, when respondents are 
allowed to freely describe the conditions of 
their mental health, then a whole host of 
analytically unforeseen factors may emerge. 
Take, for instance, the importance which 
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the aged attribute to the security of their 
local environments, 

In dealing with a population of individ- 
uals of a particular type, the above provides 
evidence that it may be safe to assume ra- 
tional self-therapy as Operating in the face 
of mental health problems. It is probably 
only among those relatively few cases of 
persons that are professionally encountered 
that the assumption of rationality seriously 
should be questioned. However, in spite of 
this, the structure of encounters existing 
between professional therapists and the seg- 
ment of the particular population with 
which they deal may easily lead to the erro- 
neous attribution of other than rational 
characteristics to the population and the 
development of conceptions of human be- 
havior based on such attributions, 
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RAT-RACE 


Only. two species, 
scientists find, 

(wolves don't do it) 
will kill their own kind: 
man, and the brown 
European rat— 

and that my friends, 

is where we're at. 
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—Katharine O'Brien 


History 


Hans-Gunnar Leche, M.D. 


Swedish Psychiatry Today : 


If we first go back a few decades to the 
1930s we find that there were a few big men- 
tal hospitals, administrated in detail by the 
State, the government, through the board 
of health and social welfare. 'There were 
.some exceptions—the three largest towns 
had their own mental hospitals—but on the 
whole the cáre of the mentally ill was an 
affair for the state, and so it had been by 
tradition since the days of Martin Luther 
in the 16th century. At that time the 
Protestants protested against the Catholic 
church and the Swedish king saw an excel- 
lent opportunity to lay hold of all its wealth 
and possessions. Consequently the Swedish 
government had to pay for this by taking 
care of the mentally ill—who until then 
had been cared for by the Church—for 
centuries, and it is not until recently that 
the state has managed to throw this respon- 
sibility over to others as we soon shall see. 

The treatment in these big state hospitals 
of between about 800 and 1,500 beds was the 
usual at that time: insulin coma; electro- 
convulsive treatment; strict confinement 


Dr. Leche is Head of the Department of the Swedish 
Board of Health and Welfare, Socialstyrelsen, 105 
30 Stockholm, Sweden. This article is adapted from 
a speech given to the International Community 
Mental Health Seminar in July, 1969. 
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and supervision; some occupational ther- 
apy, a little sociotherapy; still less of psy- 
chotherapy and of course nothing at all of 
group-therapy, or therapeutic community 
treatment or other modern inventions. 

The patients were—besides age psychosis, 
epileptics and other organic psychosis— 
mostly chronically ill schizophrenics. 

Most of them were admitted to hospital 
by a compulsory arrangement and all of 
them were submitted to restrictions. None 
could, for instance, leave the hospital with- 
out the permission of the head psychiatrist. 

According to the law at that time it was 
possible to have a patient confined in a 
mental hospital if on the one hand a relative 
wrote an application and on the other hand 
a psychician—not necessarily a psychiatrist 
—wrote a certificate that the patient was 
in need of treatment in a mental hospital. 
No court or other authority had to give its 
permission or confirm the procedure—it was 
sufficient with this written application from 
a relative and a certificate from the doctor. 

A patient could also himself apply for a 
bed in a mental hospital but he then had to 
sign a paper and was thereafter not allowed 
to leave the hospital without permission of 
the head psychiatrist and could be kept 
there against his will, even though he had 
entered of free will. 
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Swedish psychiatry today 


an eye on the conditions in the different 
hospitals and who was a psychiatrist, In 


pletely new type of psychiatric therapy cen- 
ters should be 
clinics, 

In contrast to the old mental hospitals, 
which were situated in small towns, isolated 
from the somatic treatment centers, these 
new psychiatric clinics were planned and 
constructed as a part of the general somatic 
central hospitals and were intended for neu- 
roses and minor psychosis and other not dis- 
turbing Psychically ill patients not in need 
of restrictions or compulsory confinement, 
The doors were all open, no papers or cer- 
tificates were needed to obtain a bed and 
DO restrictions were permitted. A patient 
was allowed to leave the clinic whenever he 
Wished to—that is to say, if the doctors 
there did not find it necessary to send him 
to confinement in the nearest mental hos- 
pital of course—something that did happen 
and still does happen. 

But time had touched also the old menta] 
hospitals: People obviously found out that 
they received a fairly good treatment there 
too, because there was a gradual shift in the 
relation between compulsory and free-will 
Téceptions, so that more and more patients 
made their own applications for entrance, 

This trend became especially obvious 
during the 1950s, when the modern psycho- 
Pharmacological era began. As a conse- 
quence there was felt a gradual need to 
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wanted to, 

Although there are no formal differences, 
in practice there is à real difference still, be- 
cause the doctors at the Psychiatric clinics 
do not usually utilize their formal right to 
receive patients for compulsory treatment, 
Thus, in the Psychiatric clinics, there are, 
in general, stil] open doors overall and only 
the mental hospitals apply restrictions and 
confinement, 

The procedure for compulsory entrance 
is in its essence the same as it was in the 
old law, that is: there is still needed an ap- 
plication from a relative on the one hand 
and a certificate from a doctor on the other 
hand. 

A new thing is that in this certificate it is 
necessary to specify certain indications for 
the need of hospital treatment, 

There is first a general indication that the 
patient must be mentally ill and that the 
special indication referred to depends on his 
mental illness, 

Then there are enumerated some special 
indications, for instance the patient has to 
be dangerous for his own life or for other 
person's physical or psychical health or he 
must be quite disturbing to persons in his 
environment. 

In these cases, if he is dangerous or very 
much disturbing or if he lacks ability to 
care for himself it is sufficient for a general 
practitioner to certify the need for hospital 
treatment. 

If none of these special indications is 
present in the case it is nevertheless possible 
to arrange a compulsory entrance to a hos- 
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pital although then a psychiatrist, a special- 
ist, must certify that the patient is 1) men- 
tally ill, 2) that he, depending on his illness, 
lacks insight and 3) that the mental hos- 
pital treatment is expected to do him good 
or that lack of such treatment might make 
him worse. 

The supervision of the mental hospitals 
and clinics is the same as before, but in the 
new law the board to which complaints are 
to be addressed over restrictions issued by 
the head psychiatrist is de-centralised so 
that each hospital has its own board—the 
local board of release—consisting of three 
persons: one judge, one psychiatrist, who, 
however should not work at the hospital in 
question, and one layman, an ordinary citi- 
zen, a representative of the public opinion. 

Although the care of the mentally ill had 
; been a responsibility for the state since the 
16th century, somatic medical attendance 
had been a responsibility for the local com- 
munities since the beginning of the nine- 
teenth century. 

When the new psychopharmacological 
agents were invented in the beginning of the 
1950s and it was discovered that even the 
most disturbing chronically ill mental pa- 
tients of the old big mental hospitals could 
be made neat and decent and fit for the fine 
and expensive departments of the general 
somatic hospitals, it was considered a nat- 
ural consequence that both the psychiatric 
and the somatic health organisations should 
be administrated by the same persons. In 
1967 the state got an opportunity to have 
the local district communities take over the 
old state mental hospitals and try to inte- 
grate them into the general somatic medical 
care organisation of the district. 

It is now experimenting with various 
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forms of such integration, so that the old 
mental hospitals are reserved for chroni- 
cally ill patients with both somatic and 
psychic illnesses; but in some places new 
departments or clinics for acute somatic 
medical service at a former exclusively men- 
tal hospital have been built. 

In Sweden today there are 27 psychiatric 
clinics and 30 mental hospitals. The mean 
number of beds in the 27 clinics is 65, 
which makes a total of 1,732 clinic beds. 
Corresponding figures for the mental hos- 
pitals is a mean of 783 beds per hospital and 
a total of 23,500 beds. In the 27 clinics 
there is a total of 233 doctors, so that each. 
clinic has a mean number of 8 doctors and 
each doctor in the clinics has 8 patients to | 
care for. In the 30 mental hospitals the cor- 
responding figures total 493 doctors, making 
16 doctors per hospital and 47 patients per 
doctor. In reality the differences are still 
greater, because there is a shortage of doc- 
tors in Sweden today and the few doctors 
prefer to work in the psychiatric clinics. 

To sum up: The conclusion that can be 
drawn from this little look into the past is 
the usual one: that the development, the 
advance, the evolution is ruled, guided and 
directed by the creative powers of a few 
progressive men and women: inventors, sci- 
entists and philosophers of all kinds. Then 
the practical men, the administrators, the 
politicians, the businessmen have to take 
the consequences and put the ideas into 
reality or adapt reality to a new condition. 

And so it happened that slowly growing 
humanity and a sudden little revolution in 
pharmacy necessitated a complete revision 
both of the legal regulation and the prac- 
tical administration of the Swedish psy- 
chiatry. 
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Wayne Greenleaf, M.A. 
Dorothy Greenleaf, M.S. 


The Effects on Treatment of 
Summarizing Psychiatric Records 
of Chronic Hospitalized Patients 


Attempts to meet the needs of psychiatric 
patients in mental hospitals emphasize 
various therapeutic approaches A 
part of the literature is focused on therapy 
and studies of the effectiveness of thera- 
peutic techniques. Administrative proce- 
dures are also discussed as they contribute 
to the creation of a "therapeutic milieu" for 
the institution and facilitate dealing with 
the needs of various types of patient popula- 
tions. Within the area of administration, 
Some emphasis has been placed upon the 
value of complete medical records for the 
efficient treatment of patients. ? However, 
the authors could find no mention of the 
potential value of summarizing the records 
of psychiatric patients, particularly those 
patients who have been in the hospital for 
long periods of time. 

It was felt that the summarizing of the 
records of long-term patients might improve 
patient care while in the hospital and pos- 
Sibly assist in moving patients out of the 


Mr. Greenleaf is a psychologist and Mrs. Greenleaf 
is in the Social Service Department of the Central 
Louisiana State Hospital, P.O. Box 31, Pineville, La. 
71360. 

The authors wish to thank Mr. Charles Lawrence, 
Chief of Social Service at Central Louisiana State 
Hospital, who initiated the development of the 
abstracting Procedure and provided support during 
the study, 
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hospital, Consequently, the process of ab- 
stracting was instituted by the Social Service 
Department of Central Louisiana State 
Hospital (CLSH) in Pineville, Louisiana. 

Abstracting is the Process by which the 
hospital chart of the psychiatric patient is 
summarized with pertinent data contained 
9n one or two pages. The areas included 
in the abstract are: Identifying Data (sex, 
race, age, hospital number, etc.); Psychiatric 
Data; Medical Data; Response to Hospital 
Environment; Financial Status; Social In- 
formation; and Recommendations, After 
some familiarity with the procedure, about 
30 to 45 minutes are required to complete 
an abstract.* 

The Social Service Department completes 
the abstract which is then reviewed by the 
attending physician. The abstract is co- 
signed by the physician and the social 
worker compiling it. 

Initially the area of concentration was 
the Chronic Disease Service at CLSH. Pa. 
tients on this service have chronic physical 
diseases, for example, diabetes, arterio- 
sclerosis, cardiac ailments, epilepsy, etc., as 
well as psychiatric disorders. 

This study was initiated eight months 
after the abstracting was completed to 


* A copy of the manual for abstracting and an ex- 
ample of an abstract are available from the authors. 
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evaluate the effectiveness of the procedure 
in improving patient care and expediting 
movement out of the hospital. 


Method 


All subjects were patients on the Chronic 
Disease Service at the time abstracting was 
done. This study involved those cases ab- 
stracted during a three month period, and 
was limited to those abstracts completed by 
the second author who was assigned full- 
time to abstracting during that time. Ab- 
stracts were completed on a total of 102 
patients: 77 females and 25 males. 

The abstracts were examined, and the 
data were collected in two general areas: 
identifying characteristics and patient care 
information. The first group of variables 
included age, sex, race, consecutive time in 
hospital, and psychiatric and physical diag- 
noses, The second area included personal 
needs, such as dentures, glasses, clothing pro- 
vided by the family and spending money; 
family interest; and recommendations for 
release from the hospital. Family interest 
in the patient was defined as visiting the pa- 
tient, writing to the patient, providing per- 
sonal clothing and spending money, and/or 
responding to communication from the hos- 
pital concerning the patient. Poor family 
interest was judged when none of the above 
was shown within the year prior to initiat- 
ing the abstracting procedure. 

The subjects were divided into active and 
released groups according to whether or 
not they were still in the hospital at the 
time of data collection. The abstract data 
were then analyzed according to the 
variables mentioned. above. 


Results 


The total sample ranged in age from 23 
to 64 with a mean age of 51.6. The mean 
age for the released group was 50.08, for 
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the active group 53.06. A comparison of the 
means indicated that the released group was 
slightly younger (t significant at the .01 
level). 

Length of hospitalization ranged from 
less than one month to 40 years with 51 per- 
cent of the sample hospitalized for 6 years 
or longer. The groups did not differ sig- 
nificantly in consecutive time in hospital 
(t-test). 


—————— 
. . . abstracting identified the 
areas of need for each patient 
and therefore allowed the treat- 
ment team to focus their efforts 
where they were needed. 


The psychiatric diagnoses within the sam- 
ple consisted of 30 chronic brain syndromes, 
57 schizophrenic reactions, 1 manic-depres- 
sive psychosis, and 1 diagnosis of mental 
deficiency with psychosis. The active and 
released groups were comparable in psy- 
chiatric diagnoses (chi-square). The major 
physical diagnoses were: diabetes; epilepsy 
and hypertension. 

In the area of personal needs, three pa- 
tients were found to need dentures, which 
were acquired for two prior to the time of 
data collection. Forty-five percent of the 
total sample had not received personal 
clothing from the family during the year 
prior to abstracting and 75 percent had 
received no personal spending money. Per- 
sonal clothing and spending money were 
sought from the families. In some cases, 
where the families could not comply, they 
were obtained for the patients through 
other agencies such as the Department of 
Public Welfare or the Veterans Administra- 
tion. 

Based on the abstracts, 49 percent of the 
total sample were considered sufficiently 
improved that plans needed to be made for 
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their release. At the end of the eight month 
follow-up period, 34 percent of the total 
sample had been released from the hos- 
pital. 

Family interest was classified as “poor” 
(absence of all of the 5 interest indices) in 
45 percent of the total sample. The differ- 
ence between released and active groups on 
presence or absence of family interest dur- 
ing the year prior to the abstracting was 
not significant (chi-square). However, of 
the 45 percent with poor initial family in- 
terest, 33 percent reflected increased interest 
resulting from contact with the family dur- 
ing the follow-up period. Improved family 
interest was noted in 24 percent of the active 
group and 54 percent of the subsequently 
released group. The difference between 
these percentages was Statistically significant 
at the .001 level (chi-square). 


Discussion and Conclusions 


The results demonstrate that the needs 
of chronic hospitalized patients can be iden- 
tified and acted upon through the process 
of record abstracting. In many cases, pa- 
tients were found who could return to the 
community, This effect was not a simple 
result of less serious diagnoses, as the 
groups did not differ according to this 
variable; nor of the length of time spent 
in the hospital Increased interest in the 
Welfare of the patient on the part of the 
family seems to be the primary reason for 
movement out of the hospital. 

One possible explanation for the im- 
Proved care for the patients remaining in 
the hospital and the movement out of the 
hospital was that abstracting identified the 
areas of need for each patient and there- 
fore allowed the treatment team to focus 
their efforts where they were needed. $ 

It is obvious that record abstracting is a 
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comparatively simple administrative proce- 
dure which requires relatively little time 
and effort. However, the present study re- 
vealed that this procedure added to the 
care of patients and contributed to move- 
ment out of the hospital within a sample of 
patients on a chronic service. By reducing 
the population of long-term patients, better 
treatment can be provided for those which 
remain, as staff time and efforts can be con- 
centrated on their needs. Thus, record ab- 
stracting and application of such informa- 
tion can serve as a means for improving a 
treatment program directly and indirectly. 
It should be pointed out that this proce- 
dure does not generate any new informa- 
tion. The abstract collects and organizes 
available information into concise, usable 
form. Apparently, when the needed data 
are readily available and usable they will 
be utilized for the welfare of the patient. 

As a result of this pilot program, the ab- 
stracting procedure has been implemented 
in other areas of the hospital. An additional 
and unexpected benefit has been improved 
relations with various community agencies 
such as nursing homes, welfare agencies, 
mental health treatment centers, and public 
health officials who assume some respon- 
sibility for the aftercare of released patients. 
The abstracts are forwarded to these 
agencies, and informal feedback from them 
indicates that the abstracts provide them 
more complete information in a more 
usable form. 
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Robert C. Stephanos 


Citizens’ Corporations as True 
Community Mental Retardation 
and Mental Health Centers 


This paper will discuss the formation of 
a community body as a Center, in the Phila- 
delphia area, as a new “model” for com- 
munity mental health and mental retarda- 
tion services in the country. 

In December, 1968, when Philadelphia 
County began to develop its mental health 
and mental retardation plan for 1969-1970, 
to meet the deadline of the federal regula- 
tions, a citizen’s cry was voiced at the first 
public hearing on the plan. This cry 
focused on the inadequacies of service to 
the poor, the lack of meaningful citizen 
participation in the planning and delivery 
of services as deemed needed by the com- 
munity, and the total lack of retardation 
planning for services by the existing “com- 
munity” centers. At the time, Philadelphia 
had eight centers operating at various levels 
of efficiency with four catchment areas not 
receiving services from a center. These four 
unfunded areas were predominately located 
in the more affluent communities of the 
city. 

It was in one of these unfunded areas, 
catchment area 6A (in the far northwestern 
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district of the city) where a group of resi- 
dents met to consider how their community 
could avoid much of the turmoil rampant 
in the funded areas, and how best to insure 
that the needs of the catchment area would 
be provided for. A committee met that sub- 
sequently brought back to the community— 
in a series of public meetings—the idea of 
a citizen’s non-profit corporation to receive 
and disburse all funds within the MH/MR 
‘Act of 1963. It proposed to plan for ser- 
vices with the cooperation of the two in- 
stitutions in the catchment area and to dis- 
burse the needed funds for services to them. 

In order to insure an objective structure 
to the corporation and to assure that all 
portions of the catchment area would be 
represented, and that "other" interests 
would be held to a minimum, the corpora- 
tion was setup on the federal census tract 
(population density) pattern. One voting 
board-of-directorship was allotted to each 
census tract representative to be elected or 
to stand for election by the residents of that 
particular census tract. Each institution (in 
our case, hospitals), or other private agency 
wishing to participate in the corporations 
activities was allocated one vote on the 
Board. 

At the several public meetings, enough 
spirited citizens were elected (or stood for 
election until such time that one was held) 
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to begin the incorporation process. The 
catchment area consisted of two (tradition- 
ally) geographically Separate areas, with a 
total of twenty census tracts; twelve of these 
were filled within a short time. The com- 
mittee's chairman met, at the invitation of 
the County Administrator, with the repre- 
sentatives of the two institutions and the 
Administrator to assure that the catchment 
area would receive services in the forthcom- 
ing plan. At this meeting, the two insti- 
tutions informed the Administrator that 
they were not prepared to undertake center 
functions and would be happy to cooperate 
with any agency willing to undertake the 
task. The meeting adjourned with all 
parties agreeing to work within the frame- 
work of the corporation to plan for a com- 
munity mental health and mental retarda- 
tion center, 

In the interim, the committee determined 
and presented for public approval its name: 
INTERACT, Intercommunity Action, Inc., 
and subsequently became incorporated in 
the State of Pennsylvania on December 9, 
1969. The contraction INTERACT was 
subsequently dropped in deference to a re- 
quest by a nationally operating socially 
oriented organization. 

While plans were building and the com- 
munity was being organized—a continuing, 
difficult task one of the area’s institutions 
requested that INTERACT support its ap- 
plication for a Base Service Unit in the com- 
ing 1969-1970 Philadelphia MH/MR plan. 
INTERACT, after initially Opposing this 
institution as the designate Center in the 
original plan, or as the recipient of public 
funds before a cooperative agreement was 
reached, was happy to support the request 
until such time as it would submit proposals 
for these purposes. INTERACT was very 
aware that services were needed in the catch- 
ment area immediately, and it desired that 
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the area be covered in the County's first 
plan. 

One of the several difficulties encountered 
in putting such a total “community model” 
into effect was the removal of “tension” be- 
tween the professionals and the citizens. 
The two groups have seldom worked to- 
gether in a meaningful way at the commu- 
nity level and attitudes in both need to 
mature. This will be a long range change, 
especially since the professionals have never 
sought out the citizens, and the citizens, in 
turn, had never involved themselves in a 
unified manner for health needs, or on an 
intercommunity basis, 

Another obstacle to be overcome was the 
lack of flexibility (foresight?) in the Federal 
Mental Health Act of 1963 to provide for 
the possibility of such a model to come 
into existence. No provisions were made 
for "seed" monies, since the Act implied 
only an institutional foundation for its op- 
eration. In other words, time has shown 
the necessity for updating the Act to allow 
and even foster the development of com- 
munity mental health center models that 
fulfill the desires of those whose wealth and 
needs are to finance and support such a law. 

The model is shouldered with an histor- 
ical handicap which only the "good will of 
men, reasonably endowed with intellect," 1 
will enable it to survive; communities can- 
not afford to be burdened with the initial 
outlay of funds that already existing insti- 
tutions need not be concerned with. Com- 
munity corporations (non-profit) need to be 
subsidized in order to compete fairly for 
fundings provided by its federal, state and 
local governing bodies. 

Today, the current so-called community 
mental health center, is doomed to failure 
if only because it was not developed by its 
community; private and public sectors con- 
tinue to be separate. Doctors are adminis- 
trators of programs instead of plying their 
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desparately needed skills and laws are has- 
tily formulated. An appeal, therefore, is 
made not only for good-will, but also for 
more intelligently formulated laws reflect- 
ing the “will-of-the-people” rather than the 
legally phrased ones that perpetuate status 
quo interests, and for the professionals to 
help their communities develop and to 
serve such models as the community desires. 
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appeals to professionals will not assist our 
reaching the original goal. After many 
assurances that what we were about was 
“great,” and "being looked at with keen in- 
terest"—both at the national and state levels 
(we were even promised some assistance 
from NIMHI), we find that we must go “the 
way of all flesh.” We have, that is, agreed 
to become the advisory community input 
for one of our institutions as the Mental 
Health Center. 

All is not lost, however, because the Exec- 
utive Director of the Center is educationally 
oriented and a community son. His deep 
interest in the welfare of the area is sincere 
—a motivator seldom seen in such positions. 
He has our full support in the new under- 
taking, as well as he has our full assurance 
that we will always “be there.” 


ADOLESCENT 


That child 

With terror in eye, 

The child 

With crooked bangs 

The child 

With half of hair 

Tucked behind ear. 

The child 

With fear in face. 

The child 

With knowledge 

Straining for a place 
You are that child 
Only taller. 


—]rene Mortenson Burnside, R.N., M.S. 
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* , Points of View 


John M. Reisman, Ph.D. 


The Definition of Psychotherapy 


The author discusses psychotherapy as being the communication of 
person-related understanding, respect, and a wish to be of help. He 
rejects the more standard definitions which Speak only of the procedure 


In a field such as psychotherapy where 
so much has been written from so many 
points of view, a number of definitions have 
been offered. We shall consider many, 
though not all of them, just enough to il- 
lustrate their variety. "Then we shall evalu- 
ate them; and finally we shall propose a defi- 
nition that meets the standards we present. 

Three standards, recognizability, pre- 
cision, and independence from goals, will be 
used to evaluate the definitions that follow. 


Psychotherapy Defined By Its Goals 


This group of definitions defines psycho- 
therapy solely by stating its goals, and there- 
fore it violates one of the standards and can 
be rejected immediately. Were it not re- 
jected, it would be impossible to judge 
when someone was practicing psychother- 
apy by an independent observation. The 
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y qv by which an effect is supposed to be produced. 


only guide that could be used would be the 
intent or purpose ascribed to his actions 
by the “therapist.” 

Further, these definitions imply, and some 
specifically state, that any measure may be 
regarded as part of psychotherapy if it has 
Some beneficial effect upon a person's men- 
tal health. This does not correspond to the 
general understanding of the term, and so 
it violates the standard of recognizability. 
Most professionals do not think of brain 
surgery, drugs, shock therapy, or baths as 
forms of psychotherapy. Nor do they be- 
lieve the punishments of childhood to be 
instances of this type of treatment, even 
when they are willing to concede that they 
are genuine parental attempts to remedy 
certain psychological abnormalities. Instead, 
talking is viewed as the outstanding charac- 
teristic of psychotherapy, and it is an em- 
phasis upon communication that should be 
reflected in a Satisfactory definition. Ac- 
cordingly, it is sufficient merely to present 
two examples of this type for purposes of 
illustration. 


(1) “The art of treating mental diseases 
or disorders. Any measure, mental or 
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physical, that favorably influences the 
mind or psyche." * 

(2) ". .. the use of measures which it is 
believed will act upon the patient's 
mind and thereby promote his mental 
health and aid his adjustment to the 
particular problems which have dis- 
turbed his happiness or adaptation.” 5 


Psychotherapy Defined By Its 
Type of Procedure 


The definitions in this group state in a 
broad way the measures that are employed 
in the practice of psychotherapy. To that 
extent they unify the field, and have the 
added advantage of not only agreeing with 
the popular concept, but also of expressing 
a degree of sophistication that is often suf- 
ficient to satisfy professionals. 


(1) "Certain types of therapy rely pri- 
marily on the healer's ability to mo- 
bilize healing forces in the sufferer by 
psychological means. "These forms of 
treatment may be generically termed 
psychotherapy." 

(2) “Psychotherapy . .. means the use of 
verbal methods in interpersonal rela- 
tionships with the intent of assisting a 
person or persons to modify attitudes 
and behavior which are intellectually, 
socially or emotionally maladaptive.” 8 


Although these definitions are both spe- 
cific and inclusive—for example, Frank 
did wish to include the work done by re- 
ligious healers and shamans—they lack the 
specificity to exclude techniques and pro- 
cedures that do not belong to psychother- 
apy, e.g, brainwashing, taunting, ridicule, 
sarcasm, public relations, advertising, and 
propaganda. The next group of definitions 
circumvents this problem by introducing 
the qualifications of the practitioner as a 
limiting variable. 


POINTS OF VIEW 


Psychotherapy Defined By 
The Practitioner 


As might be expected, professional inter- 
ests play a role in how narrowly or broadly 
one defines the qualifications of psycho- 
therapists. Traditionally, members of the 


medical profession have been most careful ' 


to specify psychotherapy as a medical re- 
sponsibility. Polatin and Philtine limit 
psychotherapy to the psychiatrist: “a form 
of treatment in psychiatry in which the psy- 
chiatrist by his scientific thinking and un- 
derstanding, attempts to change the think- 
ing and feeling of people who are suffering 
from distorted mental or emotional proc- 
esses.” The American Psychiatric Associa- 
tion? merely notes: “Most physicians re- 
gard intensive psychotherapy as a medical 
responsibility.” 

However other definitions, usually but 
not always advanced by members of non- 
medical professions, are less restrictive. 


(1) “. . . a prolonged interpersonal rela- 
tionship between two or more people, 
one of whom has had special training 
in the handling of human relation- 
ships, using methods of a psycholog- 
ical nature." 9 


(2) “the use of learning or conditioning 
methods in a professional relationship 
to assist a person or persons to modify 
feelings, attitudes and behavior which 
are intellectually, socially or emotion- 
ally maladjustive or ineffectual.” * 


These definitions may be evaluated from 
both a legal and a scientific point of view. 
From the standpoint of law, they serve a 
highly important purpose. They identify, 
more or less precisely, who may engage in 
the practice of psychotherapy, and thus they 
can provide some assurance that the public 
in purchasing this service will be protected 
from the incompetent and the unscrupu- 
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lous. Legally, they are sensible and useful. 
However, from a scientific point of view 


415 


The Relationship Defines 
Psychotherapy 


A number of investigators have been im- 
pressed by the relationship that exists be. 
tween the therapist and dient. They have 
Sought to define psychotherapy as a Special 
kind of relationship. 

For example: 

(1) "therapy has to do with the relation- 
ship, and has relatively little to do 
with techniques or with theory and 
ideology." 

(2) "a procedure wherein two persons en- 
gage in a prolonged series of emotion. 


+ + + professional interests play a role in how narrowly or 
broadly one defines the qualifications of Psychotherapists, 


l« the performance of Psychotherapy than any 
' other, which in its turn is no more effective 
than chance, 

Since it is not logical to argue that identi- 
Cal acts are different, the only reasonable 
contentions are: (1) a method of psychother- 
apy is effectively practiced only by the mem- 
bers of a given Profession; (2) psychotherapy 
is effectively practiced only by those who 
have received a formal course of training; 
and (3) only one system of psychotherapy is 
effective in treating all cases, 

These contentions have been long de- 
bated and have produced over the years an 
awesome volume of Passionate and eloquent 
- argument. However, the experimental evi- 

dence is modest, and as is well known argues 
for all the contentions being rejected. 
Therefore there is No scientific justification 
for defining psychotherapy according to the 
qualifications of a professional practitioner, 
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arousing interactions, mediated pri- 
marily by verbal exchanges, the pur- 
Pose of which is to produce changes 
in the behaviors of one of the pairs," 2 


Each of these definitions fails to define 
Psychotherapy because of a fundamental 
error. They confound an intended effect 
with the procedure by means of which that 
effect is supposed to be produced, They do 
not tell us what the therapist does, In- 
stead, they tell us the favorable response 
of the client to the work of the therapist. 

The relationship of which they speak is 
a hoped-for effect of the treatment, but it 
is not the treatment, 


The Definition of Psychotherapy 


What is common to all the various forms 
of psychotherapy and psychotherapists is a 
striving to communicate to clients their un- 
derstanding, respect, and wish to be of help. 
Thus at present Psychotherapy is best de- 
fined as the communication of person-re- 
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lated understanding, respect, and a wish to 
be of help. What are the implications of 
this definition? 

“Communication” refers to the transmis- 
sion of the message. There is no specific in- 
strument designated for sending the mes- 
sage, so that any possible means may be 
attempted or employed. The professional 
psychotherapist is one means that has been 
used widely, and it may be that research will 
demonstrate that in the majority of cases 
the human therapist is the most efficient and 
effective device for conveying psychother- 
apy. However, it would be most prudent 
to regard him as only one medium or de- 
livery system among many. Other media 
which have already received favorable no- 
tice are books, video-tapes, and non-pro- 
fessionals, including the persons or clients 
themselves. Psychotherapy is not the me- 
dium (therapists). Psychotherapy is the 
message, which can be influenced by the 
medium. 

“Person-related understanding” refers to 
an attempt to comprehend the client's feel- 
ings, thoughts, actions, behavior. This at- 
tempt may or may not be empathic, and it 
may or may not be successful. Regardless 
of disagreements about the nature or cor- 
rectness of the understanding or presump- 
tions about its effectiveness, the communica- 
tion should be considered to be part of 
psychotherapy when it can be agreed that 


an attempt to understand the person has 


been made. 

"Respect" refers to the regard that the 
therapist has for the client as an individual, 
asa person. Obviously, this includes efforts 
to treat each client with courtesy and con- 
sideration, and to show regard for the 
client's right to have opinions and beliefs 
which differ from those of the therapist. 
Further, it implies that the therapist is 
aware of the client's individuality. There 
is a sobering recognition of dealing with a 
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person whose experiences and background 
are unlike those of anyone else, and about 
whom inevitably there will be missing 
pieces of information. So the therapist 
knows that his understanding of this partic- 
ular person is incomplete, that his ability to 
be of help is limited, and that his efforts 
alone cannot guarantee the modification 
of beliefs or behavior. Therefore, it would 
not be incorrect to say that the nurturing 
background for respect as we are expound- 
ing it is a touch of humility on the part of 
the person providing assistance. 

By “a wish to be of help” we mean a 
desire to be of assistance in dealing with 
the individual’s personal problems. That 
this should be the therapist’s intention may 
be required by law. Certainly, it is assumed. 
by the public that the therapist, as a mem- 
ber of a profession which provides services, 
wishes to be of help, even before there has 
been any contact with him and even should 
he never make any avowed declaration that 
such is his aim. While this may be taken 
for granted at first, it may not be too long 
before this wish to be of help may not seem 
so obvious to the client. Demands may be 
made by the client which seem reasonable 
to him, but which are thought unreasonable 
by the therapist. Rules and regulations are 
imposed by the therapist which seem neces- 
sary and sensible to him, but which may 
seem arbitrary and thoughtless to the client. 

These limits communicate the needs of 
the therapist and ask for the understanding 
of the client. That this understanding may 
not be always available ought at least to be 
considered. Accordingly, as the treatment 
progresses, special pains may have to be 
taken by the therapist to communicate ex- 
plicitly his wish to be of help, so as to re- 
affirm his objective in the face of what 
seems to the client to be contradictory evi- 
dence. 

It is clear that this definition of psycho- 
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therapy is broad, and that it concentrates 
upon the message and not the sender of 
that message. It implies that instances of 
psychotherapy can be found in non-profes- 
sional situations anywhere. Yet it Suggests 
that what distinguishes the professional 
from the casual sender of the message is that 
the former has been trained for the purpose 
of communicating person-related under- 
standing, respect, and a wish to be of help, 
and that he transmits these messages more 
frequently, coherently, and consistently than 
would be found under ordinary circum- 
stances, 

This definition is broad, yet specific. It 
makes clear that to the extent that the com- 
munication of person-related understand- 
ing, respect, and a wish to be of help is 
part of a treatment method, then to that 
extent that treatment method is psycho- 
therapy. Conversely, to the extent that the 
communication of person-related under- 
standing, respect, and a wish to be of help 
is not part of a treatment method, then to 
that extent that treatment method is not 
psychoherapy. 
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Book Reviews 


Nicotinic Acid in the Treatment of Schiz- 
ophrenias 


Canadian Mental Health Association Col- 
laborative Study Progress Report 


By Thomas A. Ban, M.D. and Heinz E. Leh- 
mann, M.D. 


Toronto, Leonard Crainford Publications, 
Canadian Mental Health Association, 1971. 
32 pp.; $2.50. 


The umbrella of intensive psychotherapy 
made possible the growth of some mighty shady 
theories and practices. "The same kind of kinky 
crabgrass has recently been growing in the psy- 
chopharmacological garden. There are some 
horticulturists who can't tell their aspidistras 
from their Elatinaceae. When useless weeds 
are hailed as rare and precious plants, who can 
be blamed if some enthusiastic amateurs put 
them in window boxes. The current contro- 
versy over the value of the mega-vitamins in the 
treatment of psychiatric disorders falls into this 
category. Too many of those who are aware 
that the usefulness of such treatment has not 
been proven, take the attitude "oh well, what 
harm does it do." Part of the harm is that over 
5 million dollars has now been spent attempt- 
ing to evaluate a treatment which could have 
been tested out for one per cent of that amount 
had it been done in time. More importantly 
the rising expectations which will be doomed to 
disappointment can only set back the field in 
the long run. 

The first report of the first study which fol- 
lowed the procedures recommended by the 
major advocates of the treatment is now avail- 
able. After three and a half years of testing in 
a collaborative study by the Canadian Mental 
Health Association, the report’s conclusion is 
a masterpiece of understatement: “all one can 
say, on the basis of the findings to date, is that 
there is sufficient evidence to suggest strongly 
that Nicotinic Acid or Nicotinamide is not the 
treatment of choice for every schizophrenic pa- 
tient, under all possible conditions and without 
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any further considerations.” Further, the treat- 
ment is not as totally innocuous as advocates 
would have one believe. Mosher has reviewed 
the literature on liver toxicity from the sub- 
stances. As the report concludes “in view of 
the controversial clinical findings and in the 
absence of verified indicators of therapeutic re- 
sponsiveness, the practical decision whether 
Nicotinic Acid should be prescribed must be in- 
fluenced by consideration of its known adverse 
effects.” Months after the report had been 
issued, one of the major proponents of its useful- 
ness still stated in a television broadcast “well, 
all we can say is that when we treat—our earlier 
schizophrenics were able to get—about 80% of 
them—very, very much better” (from Morning 
News with John Hart, February 11, 1971). Such 
immodesty tempered by even the slightest doubt 
plus appeals to the public to ignore what the 
physicians and scientists have to say, might 
eventually raise a question in someone’s mind 
as to why some otherwise capable men would 
choose to stake their claim to fame on such a 
chimera. 


NATHAN KLINE, M.D. 
Rockland State Hospital 
New York 


Psychoanalysis and Interpersonal Psychi- 
atry: The Contributions of Harry Stack 
Sullivan . 


By Patrick Mullahy 


New York, Science House, 1970. 751 pp.; 
$15. 


This is an exciting book and an absolute must 
for any serious student of psychiatry. It is very 
timely, for it is published at a time when psycho- 
analysis is being criticized for continuing to ex- 
plore man's thoughts, and convey insights so as 
to effect behavioral change. Simplistic thinking 
leads some colleagues to devote “faith” to com- 
munity mental health, psychopharmacology, 
neurochemistry, etc. The fact that there are 
research techniques and/or treatments unique 
to various illnesses seems to be a forgotten tenet. 
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Modern Psychiatry appears at times to have 
overlooked the fact that no one modality can 
Satisfy all of the needs of the various psychi- 
atric illnesses, 

Mullahy is best known for his Oedipus, Myth 
and Complex, which is concise, clean and easily 
read. Unfortunately, The Contributions of 
Harry Stack Sullivan is Tougher going. It is 
indeed a difficult book to read. However, one 
must remember that Sullivan, in the original, is 
Most tedious to follow, Mullahy’s contribution, 
then, is to take Sullivan’s experiences, theories 
and clinical practice, sort them out, and try to 
reassemble them into some logical order, 

At times he succeeds, as illustrated in “The 
Early Development of Sullivan’s Theories,” 
Here he takes Sullivan’s experiences and relates 
them to his theoretical postulates, 


his environment. The arguments surrounding 
this bias are covered by Mullahy and will in- 
terest the reader, The author explains the 
unique differences Sullivan had with Freud, 

The book is at its best when Sullivan’s prowess 
as a clinician is described, Whether one agrees 
with his theories is irrelevant. He was a genius 
who displayed extreme sensitivity towards his 
patients. He was an acute observer and an 
adroit therapist. 

The bibliography is excellent but the index 
is rather sketchy. The author includes a 47- 
Page treatise on the “Ethical Philosophy of John 
Dewey.” In spite of the author's explanation, 
this reviewer found it interesting but irrelevant 
to the book. 


ROBERT P, NENNO, M.D, 

Clinical Professor of Psychiatry 

New Jersey College of Medicine 
at Rutgers 

New Brunswick, New Jersey 
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The Physician in the General Practice 
of Psychiatry 


By Leo H, Bartemeier 
Edited by Peter A. Martin et al. 


New York, Brunner/Mazel, 1970, 441 pp; 
$15. 


would read a journal paper. Since all of the 
Papers are outstanding and many have achieved 


It is even more fascinating to read the volume 
as if it were a conversation with Leo Bartemeier, 
He has written in a clear style, much as he 
speaks. The book has been thoughtfully orga- 


chiatry, Community, and Psychoanalysis. The 
papers are not repetitious; they are remarkably 
different and original. But, certain themes recur 
and a picture of Leo Bartemeier, the man and 


ously with any progress that psychiatry today is 
trying to make,” and goes on, “I am sad to say 
that too many patients and too many families are 
not being regarded as equals, or of greater im- 
portance than ourselves," 

It is interesting to learn through several 
Papers published in the 1990; that Dr. Barte- 
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meier was interested in child psychiatry at the 
earliest beginnings of his professional career. 
Papers on the preschool years, school adjust- 
ment, infancy, the family, and pediatrics are 
basic contributions to the literature of child 
psychiatry. He is particularly concerned about 
The Children of Working Mothers, and writing 
on that subject in 1958, he definitively identified 
problems that society is just now trying to solve. 

Despite his commitment to psychoanalysis, his 
interests included many areas not usually dealt 
with in psychoanalytic practice: schizophrenia, 
diagnostic problems of schizoid personality in 
schizophrenia, the interplay between heredity 
and environmental factors in convulsive dis- 
orders, psychiatric problems of aging, and a 
variety of aspects of hospital psychiatry. He 
writes on aging with sensitivity and offers much 
valuable advice on the care of this group. 

Of special interest in the part on community 
are several papers on religion. In a remarkably 
concise paper on psychoanalysis and religion, he 
cuts through the rhetoric and brings a common 
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sense point of view that has opened the way to 
a collaborative effort. It is easy to see why the 
Academy of Religion and Mental Health, in 
1970, chose to honor him by their national 
award for distinguished leadership in relations 
between religion and mental health. 

The papers on psychoanalysis contain a re- 
markable blend of statements on theory, studies 
of specific clinical entities, and recommendations 
on technique. A special appeal of these papers 
are the detailed clinical presentations Dr. Barte- 
meier makes from his own analytic practice. 
'These clinical descriptions reflect his intense 
interest in the individual paper and explain 
most eloquently why the papers presented to 
Leo H. Bartemeier, M.D. and published as a 
companion volume are entitled Hope: Psy- 
chiatry's Commitment. 


ROBERT W. GIBSON, M.D. 

The Sheppard & Enoch 
Pratt Hospital 

Towson, Maryland 
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Because of space and time limitations, we cannot review all books sent to 
this journal. Their listing in this column constitutes acknowledgment of 
the receipt of the volumes indicated. As space, time and subject matter 
permit, we will publish reviews of the more significant books. 


ANXIETY: ITS COMPONENTS, DEVELOPMENT AND 
TREATMENT. By Stanley Lesse. New York, Grune 
& Stratton, Inc, 1971. 225 pp. $9.75. A sys 
tematic study of anxiety. 


AUTOGENIC THERAPY VOL. V. Edited by Wolfgang 
Luthe, M.D. New York, Grune & Stratton, Inc., 
1970. 343 pp. $17.50. Presents "a psycho- 
physiologically oriented synopsis of certain 
brain-directed processes which aim at functional 
readjustments . . ." 


BLACK AMERICANS AND WHITE RACISM. Edited by 
Marcel L. Goldschmid. New York, Holt, Rine- 
hart and Winston, 1970. 437 pp.; paperback. 
Collection of articles dealing with Black iden- 
tity, family life, intellectual performance, 
achievement in different environments, the 
effects of prejudice, and Black militancy. 


CASEWORK WITH WIVES OF ALCOHOLICS. By Pauline 


C. Cohen and Merton S. Krause. New York, 
Family Service Association of America, 1971. 
163 pp.; $5.95. Results of a three year research 
and demonstration project in Cincinnati. 

CHILD LEARNING, INTELLIGENCE, AND PERSONALITY: 
PRINCIPLES OF A BEHAVIORAL INTERACTION AP- 
PROACH. By Arthur W. Staats, Ph.D. New 
York, Harper & Row, 1971. 358 pp. $8.95. 
Focuses on intellectual/language development 
and integrates the principles of behavior modifi- 
cation into a human behavior conception. 


CHILDREN OF MENTALLY ILL PARENTS: PROBLEMS 
IN CHILD CARE. By Elizabeth P. Rice, M.S., 
Miriam C. Ekdahl, M.S.S., Leo Miller, Ph.D. 
New York, Behavioral Publications, 1971. 266 
pp.; $9.95. A five year NIMH supported study 
that designed and tested methods of practice 
with families where a parent becomes mentally 
ill. 
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THE CLIENT SPEAKS: WORKING CLASS IMPRESSIONS 
OF CASEWorK. By John E. Mayer & Noel Timms. 
New York, Atherton Press, 1970. 193 PP-; $7.95. 
Records the reactions of working class clients 
to their contacts with the Family Welfare As- 
sociation—their impressions of the social worker 
and the treatment Process, and the ways in 


which they felt they were helped or not helped. 


CLINICAL PSYCHOLOGY, SECOND EDITION, By Julian 
B. Rotter. New Jersey, Prentice-Hall, Inc., 1971. 
117 pp.; $6.50 cloth, $2.75 paperback. Non- 
technical textbook. 
from 1964 version, 


THE CLOAK OF COMPETENCE: STIGMA IN THE LIVES 
OF THE MENTALLY RETARDED, By Robert B. 
Edgerton. Berkeley, University of California 
Press, 1971, 248 PP.; $2.65. Information from a 
study of 53 formerly institutionalized mentally 
retarded adults living in the community, 


EDUCATION AND MENTAL HEALTH, SECOND EDITION. 
By Louis Kaplan. New York, Harper & Row, 
1971. 522 PP: $9.95. Text for use in college 
and university courses in mental hygiene, or 
related areas dealing with the influence of the 
School on the growth and development of chil- 
dren. 


ENCOUNTER: GROUP SENSITIVITY TRAINING EXPE- 
RIENCE. By Carl Goldberg, Ph.D. New York, 
Science House, Inc, 1971. 341 pps $12.50. 
Presents guidelines for the selection of groups 
and trainers, along with a critique of the differ- 
ent methods of group training. 


THE FUNCTIONS OF THE POLICE IN MODERN SOCIETY. 
By Egon Bittner, Ph.D. Washington, National 
Clearinghouse for Mental Health Information, 
PHS Pub. No. 2059, 1970. 122 pps 554. 
Examines the nature of police work and the 
relationship of the police to the various com- 
munities they serve. 


THE MARK OF CAIN: AN ANATOMY OF JEALOUSY. 
By Marguerite and Willard Beecher. New York, 
Harper & Row, 1971. 193 pp-; $5.95. The au- 
thors look at jealousy, which they believe is the 
most pervasive and serious affliction in the con- 
duct of our daily lives, and discuss ways of re- 
directing emotions to conquer the habit of 


jealousy. 


MARRIAGE AND MENTAL HANDICAP: A STUDY OF 
SUBNORMALITY IN MARRIAGE. By Janet Mattin- 
son. Pittsburgh, University of Pittsburgh Press, 
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1971. 231 pp.; $6. Reports on the marriages of 
thirty-two couples of which both partners are 
mentally handicapped, 


THE MENTAL HEALTH TEAM IN THE SCHOOLs. By 
Margaret Morgan Lawrence, New York, Behav- 
ioral Publications, 1971. 169 Pps $6.95. Analysis 
of a School Mental Health Unit serving a child 
Population of about 30,000. 


MENTAL HEALTH RELATED ACTIVITIES OF COM- 
PANIES AND UNIONS: A SURVEY BASED ON THE 
METROPOLITAN CHICAGO 
Slotkin, 


by companies and unions and give guidelines 
for meeting crises which arise in the work situa- 
tion. 


ON CARING. By Milton Mayeroff. New York, 
Harper & Row, 1971. 68 PP-; $4.95. The author 
examines the details of caring as helping others 
to grow and helping one live a fuller, more 
satistying life. 


PERSPECTIVES ON DETERRENCE. By Franklin E, 
Zimring. Washington, National Clearinghouse 
for Mental Health Information PHS Pub. No. 
2056, 1971. 107 pp.; 55¢. Reviews the concept 
of deterrence in detail and considers its applica- 
tion to various forms of deviant behavior. 


PSYCHOLOGY OF WOMEN. By Judith M. Bardwick. 
New York, Harper & Row, 1971. 249 pp.» $7.95. 
Describes the development of masculine and 


feminine characteristics, 


THE SHEPPARD & ENOCH PRATT HOSPITAL 1858- 
1970: A HISTORY. By Bliss Forbush, LL.D, Phila- 
delphia, J. B. Lippincott Co., 1971. 266 pp.; 
$7.50. Illustrated, detailed account of the in- 
stitution’s eighty years of existence. Along 
with the historical material, the book reflects the 
development of hospital psychiatry in general. 


THEORIES OF SOCIAL CASEWORK. Edited by Robert 
W. Roberts and Robert H. Nee. Chicago, The 
University of Chicago Press, 1971. 407 pp.; 
$9.75. Results from a symposium on social 
work’s change in practice and theoretical ap- 
proach over the past fifty years, 


THEORY AND PRACTICE OF FAMILY PSYCHIATRY. By 
John C. Howell, M.D. New York, Brunner/ 
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Mazel, 1971. 953 pp.; $25. Part One explains 
family psychiatry as devised and practiced by 
the author. Part Two contains papers on the 
subject by various experts and Part Three brings 
together papers on Illustrations of Clinical Prac- 
tice. 


‘THERAPY WITH FAMILIES OF SEXUALLY ACTING- 
out cris. By Alfred S. Friedman, Ph.D. et al. 
New York, Springer Publishing Co., Inc., 1971. 
214 pp; $7.50. Collection of articles dealing 
with different aspects of family therapy. 


TWO, FOUR, SIX, EIGHT, WHEN YOU GONNA INTE- 
GRATE? New York, Behavioral Publications, 
1971. 258 pp; $9.95. By Frank A. Petroni, 
Ph.D., Ernest A. Hirsch, Ph.D. and C. Lillian 
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Petroni, Ph.D. Case studies are used to look at 


the impact on students of attending an inte- 
grated school. 


TREATMENT FOR CHILDREN: THE WORK OF A CHILD 
curmANcE cuinic. By David Maclay, M.D. New 
York, Science House, Inc. 247 pps $10.95. 
Handbook of treatment addressed to those who 
are not analytically trained. 


YOU, YOUR CHILD AND DRUGS. By the Staff of the 
Child Study Association of America. New York, 
The Child Study Press, 1971. 72 pp $1.50 
paperback. A guide for parents, this book does 
away with many of the myths about drugs and 
discusses the problems parents may face if their 
children should experiment with drugs. 


Publications from the National Association 


for Mental Health 


Policy and position statements on: 


Abortion 

The Disadvantaged 

Family Life and Sex Education 

Homosexuality 

Insurance Coverage 

Joint Commission on 
Report 

The Law and the Mentally Ill 

Manpower, 10¢. 

Marital Counseling 

National Health Insurance 

Pastoral Counseling 

Right to Treatment 

Strikes by Mental Hospital 

Suicide Prevention 

Third Party Payments for Therapists 

Violence and the Mentally n 


(Free on request from NAMH, 1800 N. Kent St., 
Rosslyn, Va. 22209) 


Mental Health of Children 


Employees 


New and revised pamphlets: 


Can Mental Illness be Prevented? Single copy free. 
$2.20 per C 
Clergy: Clergyman's Guide to Recognizing Seri- 
T ous Mental Illness—Single copy free. 

$8.10 per C 
Ministering to Families of the Mentally 
Ill—Single copy free. $8.10 per C 
Pastoral Help in Serious Mental IlIness— 
Single copy free. $8.10 per C y 
The Clergy and Mental Health—Single 
copy free. $8.10 per c 


Facts About Mental Illness—Single copy free. 
$1.10 per C 
Basic up-to-date statistics. 
Film Catalog (Selected Films 
Education)—free. 
Growin’ Up Ain't All That Easy—Single copy 
free. 70¢ per C 
e need 


dren. 
Guide for establishing an Information Service— 
30¢ each 
How to Deal with Mental Problems—Single copy 
free. $3.75 per C 
Do's and Don'ts for dealing with the emotion- 
ally disturbed. 
How to Deal with Your Tensions—Single copy 
free. $5 per C 
leven ways to deal with tensions. 
Insurance in Modern Mental Health Care—Single 
copy free. $3.75 per C 
The current thinking concerning insurance 
coverage for mental illness. 
Mental Health Manpower Kit—$3.10 per kit. 
Contains the NAMH Statement on Man- 
power and 34 features mental health man- 
power programs covering examples of new 
careers, new sources of workers (among them 


for Mental Health 


for services for mentally ill chil- 


the disadvantaged) and innovative uses of | 


volunteers. Can be used as a resource in de- 
veloping 

rams for universities, junior colleges, hos- 
pitals, clinics, community mental health cen- 
ters, professional organizations and local men- 
tal health associations. 


Mental Illness: A Guide for the Family (revised 


edition)—1-24 copies 60¢ each; 25th copy and all 
additional copies—45¢ each 
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new mental health manpower: pro- 


Handbook for families of the mentally ill 
NAMH Publications Catalog—free. 


Joint Information Service Publications 


(Bulk orders available from Publications Depart- 
_ ment, American Psychiatric Association, 1700 18th 
- St., N.W., Washington, D.C. 20009. Discount for 
bulk orders.) The Joint Information Service is spon- 
‘* sored by the National Association for Mental Health 
and the American Psychiatric Association. 


Approaches to the Care of Long-Term Mental Pa- 
tients—$2.50 each. 

General Hospital Psychiatric Units: A National 
* Survey—$1.50 each. 

Halfway Houses for the Mentally I11—$6.00 each. 

Health Insurance for Mental Illness—$2.50 each. 

Partial Hospitalization for the Mentally Ill: A 
Study of Programs and Problems—(cloth) $6.00 
- each. 4 or more copies $5.25 each. (paper) $4.00 
each. 4 or more copies $3.50 each. 

Private Psychiatric Hospitals: A National Survey 
—$1.50 each. 

Rehabilitating the Mentally Ill in the Commu- 
nity—$6.00 each 

The Community Mental Health Center: An 
Analysis of Existing Models—$3.00 each. 5 or more 
copies $2.50 each. 

The Community Mental Health Center: An In- 
terim Appraisal—(cloth) $6.50 each. 4 or more 
copies $5.25 each. (paper) $4.00 each. 4 or more 
copies $3.50 each. 

'The Psychiatric Emergency: A Study of Patterns 
of Service, 1966—$2.50 each. 5 or more copies $2.00 
each, 

The Treatment of Alcoholism—$3.00 each. 

Legal Services and Community Mental Health 
Centers, Henry Weihofen, $2.00 each, 

The Staff of the Mental Health Center: A field 
study—$6.00 (hardcover), 4-9 copies $5.25, 10 or 
more copies $4.75. 

The Mentally Ill Offender: A Survey of Treat- 
ment Programs, Patricia K. Scheidemandel and 
Charles K. Kanno, $2.00 each. 

Salary Ranges of Personnel Employed in State 
Mental Hospitals and Community Mental Health 
Centers—1970, Charles K. Kanno and Patricia L. 
Scheidemandel, $4.00 each. 


Reprints from MENTAL HYGIENE 
(Write NAMH, 1800 N. Kent St., Rosslyn, 
Va. 22209) 

Cigar Box to Personality Box—art “therapy” in 


peor high school; DeLara; Vol. 52, No. 4, 1968. 
15e 
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The Citizen and Mental Health (includes list be- 
low); Vol. 50, No. 4, 1966. 35e 


The Citizen and Research; Kenefick 

Citizens in Mental Health—What Are They 
For; Ryan 

The State Hospital in the “Bold New Ap- 
roach" to Care of the Mentally Ill; Seale, 
ryer, Easterling 

The Clinic and the Community; Simmons 

A Look into the Future of Psychiatry; Kubie 


Developing an Inner City Mental Health Asso- 
ciation; Bower and Elam; Vol. 54, No. 2, 1970. 15e 

Law, Society and Mental Illness (includes list be- 
low); Vol. 54, No. 1, 1970. $1 


Community Mental Health and the Criminal 
justes System, Shah 

evelopment of Community Mental Health 
Programs in the Civil Area 
Titicut Follies revisited: A Long Range Plan 
for the Mentally Disordered Offender in Mas- 
sachusetts, McGarry 
New York’s Mental Hygiene Law—A Prelim- 
inary Evaluation, Zitrin, Herman and Kuma- 
saka 
Who is Competent to Make a Will?, Weihofen 
and Usdin 
A Radical View of Social Welfare and Mental 
Health, Ginsberg 


Manpower and Training; Matarazzo and Cowne; 
Vol. 54:3, 1970. 25¢ 

A Mental Health Curriculum for the Lower 
Grades: Lombardo: Vol. 52, No. 4, 1968. 50¢ 

Mental Health Manpower (includes list below); 
Vol. 53, No. 2 1969. 25¢. 


Some Additional Perspectives on Mental Health 
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Gorden D. Jensen, M.D. 


There is an upsurge of interest in day 
care for children in America. At present 
our day care facilities are minimal. In con- 
trast with the United States, Europe has 
” long had traditions of day care. Some com- 
munist countries such as  Czechoslo- 
vakia and Russia have developed massive, 
uniform programs tied in with political ide- 
ologies. There are very few reports of day 
care practices in foreign countries  ? and 
no reports which focus on the health as- 
pects of day care in foreign countries. 

In the summer of 1970 I surveyed six Eu- 
ropean countries with the aim of obtaining 
information that might be useful in de- 
vising optimal day care facilities in the 
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Dr. Jensen is Professor of Psychiatry, Department 
of Psychiatry; Professor of Pediatrics, Department 
of Pediatrics; and Head, Section of Child Psy- 
chiatry, School of Medicine, University of Califor- 
nia, Davis, California 95616. A travel grant from 
the National Science Foundation made this sur- 
vey possible. 
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Day Care Centers in Europe: 
A Focus on Consequences for 


Mental Health 


The author visited day care centers in several European countries. 
He presents his impressions of centers in Belgium, Czechoslovakia and 
England, focusing on the mental health aspects of the centers. While 
none of the countries seemed to place much emphasis on procedures 
aimed, at mental health, he found Czechoslovakia to have a marked 
regimentation, with environmental enrichment, Belgium a semi-rigid 
program and little cognitive stimulation and England the most flexible 
program and richest environment. 


United States. I was particularly interested 
in the mental health aspects of day care. 
This report describes and compares day 
care in Belgium, Czechoslovakia and Eng- 
land. 


Day Care in Belgium 


In Belgium the percentage of mothers 
who work is increasing. In the past decade 
the people have changed their attitude 
about working mothers. Whereas they 
used to feel that a mother should not work 
at all, they now have the attitude that if 
she wants to work it may be better for the 
whole family—mother, child and father. 

A private organization, the O.N.E. (L' 
Oeuvre Nationale de L'Enfance), is author- 
ized by the government to supervise and 
develop day care centers throughout Bel- 
gium. Two kinds of day care institutions 
are authorized by O.N.E. One is called a 
créche or Kinderkribbe which has a capac-. 
ity of 80 children ranging in age from six 
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weeks to three years. The other, Le Pré- 
gardiennat (Pré-G) has a capacity of 20 
children between 15 months and three years 
of age, Originally only children from very 
poor families could attend, but this year 
the centers were opened to all families re- 
gardless of income. 

Day care centers provide all well child 
care including immunizations. The clin- 
ics prefer that mothers of children attend 
the clinic with their child. As is typical 
throughout Europe, a child is excluded 
when ill. When a child becomes ill his 
mother is called to pick him up, He is 
placed in an isolation room until mother 
arrives, He cannot return until his private 
doctor has certified him to be completely 
well. 

I visited a créche and a Pré-G in An- 
twerp. It is an old seaport city, now grow- 
ing, prosperous, and industrial, in northern 
Belgium, near the Dutch border, It oper- 
ates four créches and 26 Pré-G’s which meet 
only about 30% of a growing need. 


The créche 


The location of créches in the center of 
the city presents problems for parents be- 
cause it means that many have to travel 
considerable distances during the peak traf- 
fic hours to leave and pick up their child. 
The créche I saw in Antwerp is a showcase— 
a modern, beautiful, light, airy, roomy, 
square building with a large grass and gar- 
den court in the center. Designed to meet 


regulations drawn up in 1940, it is perhaps _ 


too expensive to be practical, Regulations 
restrict some very large rooms to use only 
a small proportion of the day. For exam- 
ple, there are two spacious receiving rooms 
used only by parents for dressing the chil- 
dren, There is a large sleeping room 
which serves no other use and a dining 
room, equally large, used for nothing else. 
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b 
The eating tables with attached bench type 
seats for six children and one adult give 
rigid and institutional appearance to the 
room. 

Each créche is separated into two areas 
for age groups: 1) infants of six weeks to 
15 months of age (and these are divided 
into two subgroups), and; 2) children 15w* 
months to three years of age. Their pur- 
pose in separating by ages is to reduce the 
amount of contagious disease. 

Infants are stripped of their own clothes 
by their mothers when they are brought in 
the morning. In the adjoining room they 
are given a bath and are dressed in crèche 
clothes. Both procedures are designed to 
cut down on the spread of disease. Infants 
are then put into their crib for sleep. Most 
of the cribs have bars on the sides and a 
netting over the top. Some of the small 
infants are in cribs with solid opaque sides 
which allow them only to see upward if 
they are on their backs. The créche director 
said they will be getting newer cribs with 
glass sides which they believe are better for 
the baby. 

Staffing ratio is one person for each six 
children. There are two kinds of atten- 
dants, One type, called puericultrice, are 
young women who have had no formal 
education but who have had three years 
of training. The other type are registered 
nurses. A large créche has 12 puericultrices 
and two R.N.s. The workers in the city 
créches have a city position and usually 
stay at the job for a lifetime. The females 
in the private créches work about five to 
eight years at their jobs, usually in the 
same place. 

Each infant under eight months of age 
is assigned to one staff woman with whom 
he stays until he is eight months of age. He 
is then assigned to another person in the 
older infant group, which is kept separate 
from the younger group. When he is 15 
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Day care centers in Europe 


————— 
The centers have strict regula- 
tions and procedures designed to 
protect physical health. By con- 
trast, they have very few spe- 
cifically aimed at mental health. 
A 


months of age his care person changes 
again, and he stays with her until he leaves 
the créche at three years of age to enter a 
gardiennat, which is an all day kind of 
preschool. 

Infants are generally fed on schedule. 
They are held when fed. Feedings are 
prescribed by the attending doctor who 
visits once a week. I asked if an individual 
child's preferences might be taken into 
account, The city administrator answered 
in confident tones, “We do not allow 
mothers to impose a diet on the house. 
The children have to adapt to the diet 
of the house.” 

I saw very few toys in the infant area. 
Some cribs had a string of plastic blocks 
across the top. The entire building had 
an immaculate appearance. Three women 
do nothing but cleaning and laundry. The 
créche really looked too neat and sterile. 
There were only a few decorations on the 
walls, and these were uniform simple 
flower pictures and cut-outs at adult eye 
level. 

The 15 month to three year olds, cared 
for in the other side of the building, 
never contact the younger groups. They, 
too, are bathed and dressed in créche 
clothes in the morning. They play, eat 
sleep, and go to the toilet at specified 
times. I saw a group of about 20 toddlers 
all sitting obediently on toilets while a 
woman stood in the center of the room. 
The children may get up after they have 
had a bowel movement, or they must sit on 
the toilet for up to 30 minutes. 
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The indoor play area was relatively bar- 
ren of toys. It was a sharp contrast with 
an average American nursery school and 
with the playrooms of the London day care 
center I visited. "The children outdoors 
in the court area were playing with balls, 
some wagons, and a few pull toys. "There 
was no permanent play or climbing equip- 
ment in the yard. 

The toddlers came to meet me as if 
they were hungry for adult attention or 
at least for different adults. I observed a 
nurse reading a magazine, and the toddlers 
were very interested in seeing the pictures. 
She did not take the cue to interact or 
offer a book. I saw very few children's 
books in any of the centers. 

The cost of operating the crèche is ês- 
timated conservatively at $3 to $4 per child 
per day. Parents pay on a scale according 
to their incomes, from 30¢ to $1.50 per 
child per day. The difference is made up 
by the city and government subsidy dis- 
tributed by O.N.E. 


The Prégardiennat (Pré-G) 


The Pré-G concept is relatively new. 
A Pré-G cares for 20 children between 18 
months and three years of age. They are 
distributed throughout the city, usually at- 
tached to an elementary school Pré-G’s 
are run either by towns, parochial schools, 
or by private groups and partially sub- 
sidized by O.N.E. 

The Pré-G’s are described as having more 
of the family type atmosphere than the 
créches. This may be a reflection of the 
following differences from crèches. The 
children are all in a single group. They 
wear their own clothes except for diapers 
and uniform bibs. The O.N.E. nurse 
supervisor also felt that the children were 
less regimented and given more individual 
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attention. However, a Pré-G generally has 
only two full-time persons, and sometimes 
a parttime person to help out. For ex- 
ample, in the one I visited the nun in 
charge of the Pré-G works full time with 
the gardiennat (children three to six years) 
located in the adjacent parochial school. 
She comes to the Pré-G off and on during 
the day to help out, particularly at lunch 
time and in the evenings. The nuns do 
all of the laundry in the evenings. This is 
one reason that a Pré-G can operate at less 
cost than a créche. 

The Pré-G that I visited in Antwerp * 
was located in a recently remodeled brick 
cottage. The playroom was richly fur- 
nished with toys, all neatly arranged. There 
was a large playroom, a separate eating 
room, and separate sleeping rooms upstairs. 
The only fixed large outdoor equipment 
was a sandbox. 

It is the staffs impression that Pré-G's 
have less illness compared with the crèches. 
I compared illness records and found that 
in the past year this Pré-G had less than 
half as much absence due to illness com- 
pared with the créche. 


Discussion 


I believe that I was shown day care facili- 
ties considered by the Belgians to be among 
their best. They place great emphasis on 
hygiene. However, some precautions to 
prevent illness are of unproven effective- 
ness and are also unfavorable for good men- 
tal health. The degree of cleanliness gives 
a sterile atmosphere to the environment. 
Many of the children must be deprived of 
stimulation, and this is even more severe 
for the infants in cribs with solid sides. 

The créche practice of dressing children 
in créche clothes is of dubious value in 
preventing the spread of illness. It also 
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unfortunately emphasizes the discontinuity 
of living between home and créche. The 
tie between créche and home is tenuous, 
No effort is made to incorporate parents 
into the créche routine or activities, There 
appears to be little utilization of informa- 
tion from parents about their children. 
The general attitude appears to be that 
the créche knows best. 

The regimentation, routinization, and 
the generally subdued quality of care and 
discipline gives one the impression that the 
children will develop compliant, but in- 
hibited personalities. 

O.N.E. is now planning revisions of 
standards and policies. In the next few 
years they will expand the system to double 
or triple present size. "The Belgians de- 
sire input from experts in, other countries, 
Their system of a government supported 
private agency which controls, develops, 
and supervises day care centers is an inter- 
esting model and would appear to have a 
number of advantages. Just how successful 
it can be in developing a system which is | 
optimal for the child will await the results 
of policies now in drafting stage. 


Day Care in Czechoslovakia ** 


Czechoslovakia has a larger system than — 
any western European country. They have 
State supported day care centers with a 
capacity for about 10% of the population 
between birth and three years (approxi- 
mately 60,000 Cribs. However, this does 
not meet the needs since the percentage 
of working mothers is very high. 


* This Pré-G is described by its attending pedi- 
atrician, Dr. Dequendes, in L'Enfant, No. 5, 1969, 
a pediatric journal published by O.N.E. 3 
** I interviewed Dr. Hanus Papousek, an expert in 
child development and day care from the Institute 
for the Care of Mother and Child, Prague. 
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The government now pays mothers to stay at home if they 
have at least two children under the age of three. 


ne 


In an effort to solve the problem, several 
new policies are being instituted. The gov- 
ernment now pays mothers to stay at home 
if they have at least two children under the 
age of three. Many mothers still prefer 
to work. As a second solution they are 
starting “micro-centers.” These consist of 
one woman who cares for up to four or 
five children in her own home or apart- 
ment. They are regulated and supported 
by the health department. Parents pay a 
bit more for this kind of care than they 
would at a day care center. In a micro- 
center the children appear to get more care 
than in a day care center, and perhaps 
there is a lesser amount of illness. At any 
rate, a child who has too frequent ill- 
nesses or one who has behavioral disorders 
may be encouraged to transfer into this 
kind of day care facility. 

Micro-centers are not proving to be en- 
tirely satisfactory because of problems of 
unrealiability of the women in the homes. 
For example, if a woman gets sick she 
may not have coverage, and it is a problem 
to provide interim care. Another problem 
is the extensive and complicated forms to 
be filled out by the women and the trouble 
they have fitting into a rather complex 
organization (e.g., laundry must be done by 
government agencies). 

There are two types of day care facilities 
in Czechoslovakia: younger children age 
six months to three years go to day care 
centers, supervised by the Ministry of 
Health; older children three years to six 
years go to nursery school or kindergarten, 
supervised by the Ministry of Education. 
Children under the age of six months do 
not generally have day care because all 
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mothers have a government paid leave of 
absence for six months after the birth of 
their child. In both types of day care 
facilities children stay the entire day and 
may stay all night as well. Usually the 
child goes home for weekends. However, 
some centers are even open on Sundays. 
These are heavily criticized, and the health 
department is attempting to force them to 
close on Sundays. 

The children are separated into age 
groups of infants, toddlers, and older pre- 
schoolers. Care and management is highly 
routinized and regimented. There is very 
little attention to individual needs of 
children. For example, all of the children 
wear uniforms, and they may go out walk- 
ing holding onto a string, one after the 
other, all in a row. The caring persons 
do not try to facilitate small groups of 
children playing together spontaneously 
doing things in which they are interested. 
Dr. Papousek feels that in order for in- 
dividual care to be possible, it is neces- 
sary for personnel caring for children to 
have the capacity to understand the con- 
cept of individual care. This capacity is 
apparently not generally present or being 
activated in the Czechoslovakian culture at 
this time. 

Parents are completely excluded from the 
day care operation. They may not even en- 
ter the rooms where the children eat, sleep, 
or play. Some of these rules or procedures 
stem from the regulations of the state 
employed epidemiologists (also called hy- 
gienists) who have quite a bit of power 
over the day care centers. They are very 
strict. For example, they got the Ministry 
of Health to forbid parents to visit a 
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hospitalized child under one year of age. 
They are concerned with physical health 
but not with mental health. 

The Czechs are aware of the necessity 
for providing children with adequate stim- 
ulation. In 1964 a Czechoslovakian psy- 
chologist prepared a program for centers 
which is designed to provide children with 
adequate environmental stimulation. This 
includes having the caretakers do periodic 
developmental assessments of the child. 
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they apparently do not have the concept 
of individual attention to the child, one 
wonders if they provide the child with the 
feedback to his responses necessary to make 
the stimuli meaningful It is possible that 
other countries could benefit by a study 
of their system of insuring adequate en- 
vironmental stimulation for the young 
child. 

One major disadvantage of the system is 
that state officials in charge of and con- 


They consider it old fashioned to separate children in groups 


according to age. 


————————— ááÀ 


Dr. Papousek, an expert on infant cogni- 
tive development, does not believe that 
conditions of environmental deprivation 
exist in Czechoslovakian day care centers. 
However, he does believe that the schedul- 
ing and routinization of care fails to respect 
the individual needs of the children. This 
means that the child has to wait passively 
a lot of the time until the rest of the 
group is finished. It also means that the 
child probably has increased frustration or 
unhappiness about being unable to pursue 
his interests. Under these conditions cogni- 
tive development may be impaired since it 
depends upon a child being able to play 
with intense interest and enjoyment. Be- 
cause children may become tired and bored 
of their activitity, they may develop anti- 
social behavior. 


Discussion 


Czechoslovakian day care centers have 
implemented some modern ideas about an 
optimally stimulating environment for a 
child. In order to see how effective it is, 
one would need to observe how the care- 
takers interact with the children. Since 


trolling most aspects of day care centers 
are not child-development oriented. Ex- 
pediency in the eyes of a bureaucrat, or 
the implementation of disease control by 
a hygienist, without concern for its effects 
on child development, can have adverse 
consequences for mental health and cogni- 
tive development. 


Day Care in England 


The health department of each borough 
of London operates “day nurseries.” They 
take children between the ages of six weeks 
and five years. Priority is given to mothers 
who are unmarried, separated, or divorced, 
or to families which are socially inadequate. 
As one day nursery director put it, “A 
normal working mother could never get her 
child in here. She would have to take him 
to a private home.” Mothers pay ac 
cording to their abilities; many pay either 
nothing or only 2 shillings per day (25¢). 

Day nurseries average about 65 children. 
Some have as many as 80. They operate 
between 8:00 a.m. and 5:30 P.M. 

Well child care is provided by a doctor 
who visits the nursery once every two 
weeks and is on call. This doctor sees 
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Day care centers in Europe 


each child once every three months. A 
dentist sees the children once every six 
months, and those children who need den- 
tal care are sent to the dental clinic where 
care is provided free of charge under the 
national health service. 

I visited the Coram’s Gardens Day Nur- 
sery, located near the teaching hospital for 
the University of London. It is situated 
in a very spacious garden and park spe- 
cifically devoted to the use of children. 

The infants, age six weeks to a year, are 
cared for in a separate room. One staff per- 
son is assigned to each three infants. The 
infants, although generally separate, are 
occasionally intermingled with the older 
children. Children between one and five 
years of age are not separated into age 
groups. For example, one room is for use 
of 20 children ranging in age from one 
to five years, The director said that some 
five year olds are very maternal in their 
behavior. They consider it old fashioned 
to separate children in groups according 
to age. For children one to five years of 
age there is one staff worker for each five 
children. 

Each child is assigned to a staff person 
who stays with a group for as long as two 
or three years. Children wear their own 
clothes, Infants are fed on self demand. 
Children that arrive before 8:30 A.M. 
are given breakfast. Lunch is at 11:30 AM. 
High tea (full supper) is at 3:30 p.m. Not 
all children nap! Only those who require 
it or need it as evidenced by their willing- 
ness to sleep are put down to nap. 

There were a great deal of play materials 
in all of the play areas. The walls were 
profusely decorated with the children’s pro- 
ductions. For example, the entire lower 
wall of the hallway from floor to child 
eye level was covered with washable painted 
productions of the children: footprints; 
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handprints; and designs, The wall is washed 
off every month or so, and the children are 
then allowed to put up new paintings. In 
terms of stimuli and equipment, it was a 
richer environment than I saw in any other 
European country. 


Discussion 


Day care in England differs sharply from 
that on the continent in a number of 
respects, First, there are no separate age 
groupings of children. Since each child 
has both younger and older companions, 
he has the chance to learn from them both, 
Younger children learn a great deal from 
the older ones by observation and imita- 
tion, At times children love to play with 
younger children, and this can be a good 
experience, For example, little girls par- 
ticularly like to be attentive to infants or 
toddlers. In so doing they are learning 
maternal, teaching, and helping behavior, 
Second, there is much more flexibility in 
the scheduling of activities and more atten- 
tion to individual needs of the child, Chil- 
dren are allowed to form groupings and 
participate in behavior that interests them, 
Third, there is much less regimentation. 
For example, children are not required to 
nap, and they wear their own clothes. 
Fourth, the environment is rich in stimuli 
and equipment. Fifth, there is greater 
continuity of caring persons. All of these 
factors promote mental health and should 
give the English children considerable 
advantage over those children in day care 
centers of the continent. However, day 
care centers in England are available es- 
sentially only to unmarried mothers, di- 
vorced mothers, and children from families 
with social problems. 
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Summary and Conclusions 


I surveyed and compared the practices of 
day care for infants and small children in 
several large European cities. This report 
focuses on mental health aspects of day 
care in Belgium, Czechoslovakia, and Eng- 
land. I have made generalizations for each 
country as a whole, realizing there is great 
variability within a country and even 
within cities. 

The centers have strict regulations and 
procedures designed to protect physical 
health. By contrast, they have very few 
specifically aimed at mental health. How- 
ever many of the practices of caring for 
the children have important implications 
for healthy emotional and social behavior 
and for optimal cognitive development. 

On a continuum of what may be called 
rigidity and control Czechoslovakia is at 
one end with marked regimentation. Eng- 
land is at the other end as exemplified 
by flexibility of programs and individual 
attention to children. Belgium is some- 
where between these extremes. 

In terms of richness of environmental 
stimuli, the variations are great. England 
provides the richest environment, and 
Czechoslovakia has a specific program to en- 
rich the child's environment. In Belgium, 
even in beautiful buildings, some infants 
are deprived because they have cribs with 
solid sides; the amount of stimuli for the 
children is starkly limited. 

Well child care is effectively integrated 
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into the day care systems of each European 
country England even integrates dental 
care. Policies about children when ill are 
nearly uniform; all exclude the ill child. 

Each country has some unique aspects 
of their system. Belgium demonstrates how 
a private organization can work in partner- 
ship with the government. Czechoslovakia 
comes closer than any other European 
country in meeting the demand for services. 
Their practice of paying mothers to stay 
home with their young children is an in- 
teresting way of reducing the need for day 
care. England demonstrates how an en- 
vironment can be of high quality and how 
individuality of children is respected. 

This survey draws attention to models 
and options which should be considered 
as America begins to develop policies and 
programs. ‘Typically, the emphasis in 
American early childhood education is on 
making the child intellectually alright or 
raising his LQ. There is need for more 
attention to the impact of day care on the 
whole child. 
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Calvin V. Edlund 


A Reinforcement Approach to the 
Elimination of a Child's School Phobia 


A seven year old girl presenting school 
phobic behavior was successfully treated by 
teacher and parents using reinforcement 


^ only available in the home environment. 


The teacher and parents were trained to use 
a checklist procedure. 

School phobia is described by Kanner ë 
as a manifestation of separation anxiety 
which he further describes as an emotional 
state related to the child and parent or 
parents' need to be close to each other. 
Behaviorally, the child commonly cries and 
resists being separated from his parent(s). 

Recent researchers have not utilized treat- 
ment procedures which seek to discover why 
the child fears separation from his parents 
by exploring the past and searching for 
"insight." Rather, observable specific fears 
have been treated directly. 

Wolpe * and Garvey and Hegrenes ? have 


rs reported successfully using systematic de- 


sensitization. In this procedure the child 
was induced to relax. An anxiety hierarchy 
had been constructed and the least fear- 
provoking subjects were introduced to the 
child first, and then successively, more fear- 


. ful subjects, until he was able to imagine 
* the most fear-provoking items under relaxa- 


tion. Patterson * used a shaping procedure, 
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giving praise and candy as reinforcers to a 
child for tolerating separation from his 
mother. 

The present study sought to make use of 
reinforcers available only at home because 
the reinforcers available at school, such as 
grades, teacher approval, peer approval, 
recess privileges, etc. were rather ineffective 
in changing her behavior. This seemed rea- 
sonable when school phobia was involved. 
This study also used a checklist procedure 
which was completed daily at school and 
taken home. The teacher and parents were 
used directly in the correction of the child’s 
crying, resistance to attending school, and 
irregular participation at school. 


Subject 


The subject, here identified as Ann, was a 
seven year old girl attending first grade. 
She enrolled on May 1, 1968. She refused 
to come to school via the school provided 
transportation; she also refused transporta- 
tion via a neighbor's car, and she refused to 
walk. The father found it necessary to bring 
her to school She would strongly resist 
going to class such that her father or some 
adult at school would have to forcibly take 
her to the classroom. On two occasions Ann 
ran from the classroom. School personnel 
gave chase, caught up with her and re- 
turned her to the classroom. Upon entering 
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the classroom, she would seek to exit and 
cry violently. Her crying behavior did not 
cease during the first few days of school, 
but rather increased. The intensity of her 
crying was such that the children had 
difficulty hearing the teacher, and three 
neighboring teachers complained of the dis- 
traction this child's crying caused to the 
children in their classrooms, When her cry- 
ing ceased, she could be escorted to her seat 
and she would quietly go about her work. 
The mother reported that this problem had 
existed since entering kindergarten. Ann 
would cry much of the time in the morning 
before school and even the mention of the 
word school at any time would evoke cry- 
ing from Ann. 


Procedure 


"The teacher was asked to record the total 
number of minutes Ann cried each day. 
"This was quite easy because her crying was 
not scattered throughout the school day, 
but began as she reached the classroom 
door. When she stopped crying, she usually 
did not resume it again that day. There 
were occasional short periods of mild sob- 
bing later in the morning, which were also 
in the tabulation. A daily record of assign- 
ment completion was also kept. After a 
baseline was obtained, the teacher was in- 
structed to construct a daily checklist which 
included each assignment period. Her first 
assignment each day was to come into the 
classroom and go to her seat without crying. 
Each succeeding assignment was to ac- 
curately complete the work given her in the 
normal time allotted without crying. Recess, 
physical education, and lunch were also 
assignment periods for which she could be 
awarded a check when she completed them 
without crying. When she did her work, 
or played without crying, the teacher praised 
her and gave her a check on her chart. 
When she did not complete her assignment, 
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or cried during her assignment period, she 
was given a zero on the checklist. 


—— 
The second day under fraining 
conditions, her crying had 
dropped fo three minutes, and by 


the fourth day had ceased. ~ 


The chart was taken home each day after 
school. When she arrived home, her par- 
ents were instructed to praise her for each 
check. They then recorded the checks on 
another sheet and initialled the chart their 
child brought home so it was ready to re. 
turn with her to school the following morn- 
ing. Conversations with the parent dis- 
closed their child greatly enjoyed playing 
outside around their ranch, watching cer- 
tain TV programs, and going shopping with 
her mother to buy various clothing items 
and sweets. The parents were instructed to 
equally divide her time after school accord- 
ing to the number of assignments, including 
recess, lunch and physical education, with 
the result each assignment period completed 
without crying was worth a certain number 
of minutes free time that she could go out- 
side and play or watch TV. When her 
earned free time expired, she was called in 
the house and not allowed to do anything 
she enjoyed. Of course, when she went 
through the whole day completing her 
school work without crying, she was allowed 
all of her free time to play outdoors, plus 
she was allowed to go shopping that day 
with her mother and each such day was 
worth a certain amount of money. The 
program was explained to Ann by her 
teacher; that is, Ann was told for each 
assignment completed on time without cry- 
ing, she would be given a check on a paper — 
which she could take home and show her 
mother. The program was also explained 
to Ann by her parents. They told her what 
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the checks were worth in terms of free time, 
shopping, and money. 

The parents and teacher were each con- 
tacted at least once weekly to determine if 
they had deviated from the procedure above 
outlined. 'The child's progress was also 


, summarized at each meeting. 


Results 


Crying diminished rapidly when the pro- 
gram was started. The first day under train- 
ing conditions, her crying lasted 18 minutes, 
which is four minutes below her median 
crying time during baseline recording. The 
second day under training conditions, her 
crying had dropped to three minutes, and 
by the fourth day had ceased. There have 
been no recurrences of crying. 

The training program continued a total 
of thirty days and was discontinued at the 
close of the school year. One week after the 
close of the school year, this child enrolled 
in summer school. No training program 
was initiated. There have been no recur- 
rences of her crying while attending summer 
school in a different class and with a differ- 
ent teacher. 

During baseline recording her median 
daily assignment completion was 58%. 
There was improvement from baseline con- 
ditions which continued through summer 
school. The first day under training condi- 
tions her academic productivity was 80% 
of her assignments completed on time, 
which was above her best day under base- 
line recording. The second day under train- 
ing conditions she completed 83% of her 
assignments on time, and on all succeeding 
days of the school term and summer session 
she was in attendance, she completed 100% 
of her assignments on time. Her produc- 
tivity was calculated by dividing the num- 
ber of checks by the number of checks and 
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zeros and multiplying this by 100, convert: 
ing it to percentage. 


Discussion 


Ann's téachér during the regular school 
year related that the quality of her work im- 
proved after the training program began. 
She further noticed that Ann began to so: 
cialize more with her classmates, particu- 
larly at free periods, and was also more ac- 
tive at recess and lunch time. Ann was not 
outspoken. In fact, she would perhaps be 
described as quiet. Ann's teacher felt Ann 
became much more conversant and pleasant 
toward her as the training continued. The 
teacher reported Ann enjoyed doing things 
to help the teacher. 

Ann's summer school teacher described 
her as a very good reader. She reported 
that Ann completed all her assignments. 
Her grades were “A” and “B” grades. The 
teacher further described Ann as quiet, 
pleasant, and enjoyed being the teacher's 
helper. The teacher felt Ann enjoyed 
school The summer school principal re- 
ported Ann rode the school bus to and from 
school. 

‘Ann's mother reported that two days fol- 
lowing the beginning of the training pro- 
gram, Ann’s crying with regard to going 
to school ceased at home and has not re: 
curred. She reported Ann is ready to go to 
sthool when it comes time to depart for 
school. The mother further reported Ann 
was much happier about attending school. 
As of this date, no symptom substitution has 
been observed. 

It was felt in this case that the most effec: 
tive reinforcers were not available at school, 
but only in the home environment. How: 
ever, the problem was primarily evident in 
the school environment. For these reasons, 
it was felt such a school-home training 
would be effective. The school personnel, 
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and the home responded favorably to a 
specific day by day program. 

There are perhaps other school problem 
behaviors for which the school has very few, 
if any, effective reinforcers. The poorly pro- 
ductive, the near dropout, the absentee, to 
name a few, are perhaps examples. This 
training procedure would seem to show 
promise of effectiveness with children for 
whom few school reinforcers are effective, 


Conclusion 


The training program, designed to re- 
ward non-crying at school and participation 
in school activities, appeared to have accom- 
plished these goals with the teacher and 
parents as principal participants in the 
training program. Subjective reports indi- 
cate Ann's attitude toward school improved, 
The parents and teachers appeared to have 
little difficulty in carrying out the program 
as evidenced by their behavior and their 
subjective reports. 
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This study indicated the proposed train- 
ing program showed promise of an efficient 
means of handling certain school-home 
problems by dealing directly with the prob- 
lem behavior. No occurrence of symptom 
substitution was found. 
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William C. Sze, Ph.D., M.P.H. 


Social Variables and Their Effect on 
Psychiatric Emergency Situations 


Among Children 


The author examines psychiatric emergency situations among chil- 
dren in relation to five variables; behavioral adaptation; alleviating 
processes in a social system; tolerance level in a social system; labelin 


and control processes. 


He urges a greater understanding of these vari- 


ables in order to prevent many such "emergencies". 


Introduction 


This study is directed toward the exami- 
nation of certain variables involved in the 
process of generating psychiatric emergency 
needs in children. In order to understand 
what and how social variables affect chil- 
dren's psychiatric emergency situations, we 
must first explore the following four ques- 
tions, (1) What is a psychiatric emergency 
of a child? (2) What are the variables in- 
volved? (8) What are the patterns and rela- 
tionships among such variables? and (4) 
What is the “breaking point” of an emer- 
gency situation? In fact, these questions 
constitute the theme of this article. To con- 
struct a definition of psychiatric emergency 
which would be inclusive of all operating 
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factors is not easy. However, if the pro- 
cesses of psychiatric emergency can be con- 
ceptualized, the concept of psychiatric emer- 
gency of children becomes less obscure. 

We may ask how one can systematically 
study the circumstances which supposedly 
trigger the child's "psychiatric emergency" 
needs. Inquiry into this process is a com- 
plex task in which many aspects of human 
behavior and the social system are intri- 
cately involved. In the following schema, 
five variables are used: (1) Behavioral Adap- 
tation; (2) Alleviating Processes in a Social 
System; (3) Tolerance Level in a Social Sys- 
tem; (4) Labeling; and (5) Control Processes. 
These five variables are central to our effort 
to understand the processes which lead to 
the children's psychiatric emergency situa- 
tions; based on these variables, we will now 
formulate a conceptual model of children's 
psychiatric emergency. 

As illustrated in the model, biological, 
psychological or social factors, or a combina- 
tion of these cause manifest behavior (Boxes 
l and 2). Since each individual has dif- 
ferent resources for coping with his prob- 
lems, some may have a strong capacity for 
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A CONCEPTUAL MODEL 


The Conceptual Model in Children’s Psychiatric Emergency 


Biological 
Psychological 
Social Factors 


Negative 
Adaptation 


Non-Treatment 
Oriented 
Setting 


adaptation and others may have less adapta- 
bility (Boxes 3 and 4). When the maladap- 
tive behavior (negative adaptation) involves 
a social system (Box 5), it is believed that 
three types of mechanisms become acti- 
vated; one is alleviating processes (Box 6), 
another is tolerance level (Box 7), and a 
third is labeling (Box 8). The alleviating 
processes are to be considered as an opportu- 
hity mechanism whereby, when maladaptive 


Labeling 


Treatment 
Oriented 
Setting 


10 


behavior appears in the system, therapeutic 
intervention will be initiated for alleviating 
the maladaptive behavior. 

For example, when Johnny manifested 
behavior problems in school primarily as a 
result of an unstable family situation and 
marital difficulties between his parents, he 
and his family were provided with casework 
service by the school social worker, While 
they were in the process of treatment, the 
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classroom teachers and school principal were 
very cooperative with the treatment process. 
The teachers and principal exercised pa- 
tience although Johnny's school perfor- 
mance and behavior were below the stan- 
dards of the school. The expanding of the 
tolerance level on the part of the school 
system helped the child through the turmoil 
stage. Without having both the social ser- 
vice program and the raised tolerance level 
of the faculty of the school, Johnny could 
very easily have been expelled from school 
before he could have received help. If we 
assume that the school system did not or 
was unable to provide these two types of 
mechanism within the system, then the 
third mechanism would naturally have 
come into being; that is, labeling (Box 8). 
When Johnny is given a label, such as “bad 
child," "nuts" or "crazy kid," this can 
greatly affect his social role and self-percep- 
tion, He is labeled and stigmatized as a 
deviant which separates him from the main 
group. 'The label is usually determined by 
societal reaction. It also denotes the level 
of tolerance and general social attitudes 
toward a certain type of behavior. Once 
Johnny has been labeled, he is compelled to 
adapt himself to a “deviant role" or "sick 
role." 

After Johnny becomes stabilized as a 
career deviant, his long-standing problem 
further aggravates the social system of which 
he is a member. Finally, a social control 
mechanism has to be called in. In the con- 
trol processes (Box 9) two types of processes 
can be distinguished: one is to commit 
Johnny to a treatment oriented setting (Box 
10); the other is to place Johnny in a non- 
treatment oriented setting (Box 11). Since 
the latter setting only provides custodial 
care, such as a penal institution, the results 
usually do not alleviate Johnny's problem, 
but only serve to reinforce his stabilized de- 
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viant behavior as role-taking processes from 
other inmates. "Therefore, his problem re- 
mains the same and, as pointed out by the 
model (shown by the heavier lines) the 
vicious circle continues. However, if Johnny 
were sent to the treatment oriented setting, 
he would receive various treatments which 
would help in alleviating his problem. 
Hence, the outcome would be different. 


Children's Psychiatric Emergency 


Sometimes the prima-facie evidence of 
the emotional symptom of a person is in- 
sufficient in determining the need for psy- 
chiatric emergency help unless the precipi- 
tating circumstance can also be counted. 
Also, in the development of a psychiatric 
emergency, the social variables are as crucial 
as, if not more than, the psychological 
make-up of the individual. "Therefore, the 
word psychiatric has no direct meaning 
without a qualified explanation. The re- 
verse is also true—i.e., the social emergency 
cannot be totally isolated from psychologi- 
cal processes. Often, a psychiatric emer- 
gency reflects the importance attached to 
alternatives of a situation by the value sys- 
tem of the perceiver. In addition, a psy- 
chiatric emergency results when the tol- 
erance level in a given system and/or in 
significant others with respect to the mani- 
fested behavior of the actor reaches the satu- 
ration point. "Therefore, the emergency 
situation frequently follows a kind of “last 
straw". Often the perceiver was reluctant 
to initiate an action to restrain the actor's 
behavior in the past, but due to the fre- 
quency of recurrence or length of the dis- 
turbed behavior or inadvertent social conse- 
quences which reflect the temper of the 
significant others or a given social system, 
the situation comes to be viewed as a psy- 
chiatric emergency. 
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The Assumptions Involved 


It is assumed that psychiatric emergency 
situations among children tend to develop 
under the following circumstances: (1) 
When the behavioral adaptation of the 
child is viewed by significant others as in- 
adequate; (2) When the alleviating processes 
within the social system are insufficiently de- 
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by parents, schools and clinicians respec- 
tively were sought in this study. The fol- 
lowing three cases represent typical trigger- 
ing factors in the majority of the cases of 
our findings. 


Case Illustration One 


A thirteen year old girl with an LQ. of 
83 attended the sixth grade in a working- 


Whether the referred child needs help at that particular time 
is frequently a moot question... 


————————— 


veloped to deal with the situation; (3) When 
the tolerance level of significant others 
within the social system is low; and (4) 
When societal reaction assigns a deviant- 
type label to the child's behavior. 


Study Procedures 


The cases in this study were obtained 
from two Mental Health Clinics which 
served the population of the city of Pitts- 
burgh. Sixty children's psychiatric emer- 
Bency cases were chosen for this study. 

The cases are almost equally divided 
racially; with thirty-one white and twenty- 
nine Negro. A high percentage (67 per 
cent) come from low socio-economic school 
districts. The ages of the forty-one male 
and nineteen female children range from 
ten to fifteen years, and they are primarily 
in grades six through nine. 

In each case, the parents and school per- 
sonnel were interviewed and the school and 
clinic records also were examined regarding 
reasons for the emergency call and the cir- 
cumstances under which the child’s problem 
arose. 


The Patterns and Relationships Among 
Such Factors and the “Breaking Point” 


Incidents which led to the crises as viewed 


class neighborhood elementary school. The 
principal referred the child to the Mental 
Health Services for emergency help. 

The principal stated that the student be- 
came involved in some behavioral situa- 
tion almost daily with her classmates, other 
children in the school, teachers, and school 
safety patrol guards. The school had tried 
every approach with this child and it was 
apparent that she needed immediate eval- 
uation by a psychiatrist. The principal 
further pointed out that she was retarded, 
but had never been in a special class dur- 
ing her school life. Last year, the school 
recommended that the mother seek some 
help from a social agency but she was un- 
able to find an agency which would help 
her child. At the ertt of this semes- 
ter, the principal requested the Board of 
Education to transfer the child to another 
school. The request was denied. During 
that period, the child had been given short 
term suspensions several times for her 
misbehavior. The suspensions did not hel 
the child's behavior. After she returne 
from suspension she was disobedient and 
displayed misconduct almost daily. The 
mother, on the other hand, blamed the 
school for lack of cooperation and incon- 
venience to her, especially by repeatedly 
sending the child home for short term 
suspensions and calling her for confer- 
ences. 


This case illustrates the child's maladap- 
tation in behavior and learning situations 
(Behavior Adaptation of the Conceptual 
Model). The school realized that the child 
needed special help, but neither the school 
nor the community had facilities available 
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(Alleviating Processes of the Conceptual 
Model). The school finally turned to the 
Board of Education for assistance (transfer 
the child to another school); but the request 
was denied. The lack of administrative sup- 
port served to further diminish the tol- 
erance level of the school staff. The only 
means which the principal had at his dis- 
posal was to give short term suspensions. 
This really did not get at the root of the 
problem. 'The parent resented the incon- 
venience which occurred during the sus- 
pension period because the parent had to 
provide supervision for the child while she 
went out to work. After all these processes, 
finally the so-called "psychiatric emergency" 
emerged (Control Process of the Conceptual 
Model). 


Case Illustration Two 


A fifteen year old boy was attending the 
eighth grade. His parents and teachers 
were concerned about his school perfor- 
mance because he had been receiving fail- 
ing. grades during the last two years. 
Teachers who had taught him were all 
complaining that they could not contain 
him or settle him down to the point where 
he could apply himself to his school 
work. The boy's mother was not too 
concerned about his academic achieve- 
ment but was concerned about his effem- 
inate manner and his threats to kill him- 
self. She reacted by rejecting him and 
calling him “retarded” and “stupid”. The 
child, on the other hand, resented and 
showed hatred toward his mother’s boy- 
friend, thus arousing an intensified hos- 
tile reaction from the mother. This sit- 
uation had been going on for some time, 
but what made the mother at this par- 
ticular time ask the school to seek. elp 
for the boy is not answered. Clinical 
examination after referral stated the 
child was probably a “depressive per- 
sonality.” e difficulty pointed to the 
necessity of his leaving the home envi- 
ronment because he was being pushed 
out by the mother, who was under the 
stress of her own developing relation- 
ship with her boyfriend. It is interesting 
to note that the labels given by parent 
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and teachers as their reasons for psychi-. 
atrie emergency referral were as follows: 
“effeminate, depressed, suicidal and un- 
able to cope with many situations, poor 
school work.” 

Analysis of this case illustration supports 
every assumption of the conceptual model 
of child’s psychiatric emergency. It is hoped 
by significant others that, through the label- 
ing, as part of the legitimizing processes, 
further action against the child will be jus- 
tified. For example, the mother may want 
to get rid of the child and place him in a 
resident home so that she can develop her 
own affair with her boyfriend. The school 
also wants to have some action taken be- 
cause the child’s poor school performance 
may cause the teacher’s tolerance level to 
reach the saturation point. The child is 
getting more disturbed because he is con- 
stantly labeled and castigated. This vicious 
circle is perpetuated until some variable in- 
tervenes. As the circular movement con- 
tinues, the incidents which led to the crises 
become less understood. For instance, the 
child’s poor academic performance dates 
back two years. Why does it upset the 
school at this time? The answer will be a 
"convenient point". The “convenient 


Sometimes it may not be the re- 
ferred child, but the system, 


which needs help. 


point" can also be called a "crisis" or “‘emer- 
gency situation”. 


Case Illustration Three 


A fifteen year old eighth-grade boy was 
referred to the Mental Health Services for 
“disturbing classes”. After a review of 
his school records and a talk with the vice- 
principal, the so-called incident which led 
to the crisis was revealed. The child 
acted immaturely in school but was not a 
“mental case”, as the vice-principal ex- 
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plained. He commented that the child was 
the victim of circumstance. He further 
pointed out that the school principal and 
teaching staff had not been working to- 
ether to resolve some of the problems 
ur them every day. Each side had 
become very hostile. Mutual tolerance 
was very low and the sufferers were fre- 
quently the children. In this school, the 
teachers would send problem children to 
the principal's office and the principal be- 
came upset by this. He then permitted 
some of the students to get into situations 
which normally would not have happened 
if the staff problem had been solved. 


Discussion 


This case supports the assumption that 
poor working relationships among staff 
members will decrease tolerance levels, 
which in turn increase the incidence of 
crisis situations. 

The complete analysis and findings of this 
study could not be presented in this article 
due to space limitations. However, it should 
be pointed out that one of the most useful 
variables of the Conceptual Model is the 
level of tolerance, especially in understand- 
ing why these youngsters were not brought 
to psychiatric attention earlier, assuming 
the degree of the behavior problem has re- 
mained unchanged. The decisions of the 
significant others of these sixty children re- 
garding the need for psychiatric interven- 
tion have, in varying degrees, been affected 
by their level of tolerance. 

In light of our findings, we would like to 
make a few comments concerning the effec- 
tive way of preventing children's psychiatric 
emergency occurrences. 

It is apparent from the cases studied that 
school administrators, teachers, and parents 
have often been utilizing the psychiatric re- 
ferral as a means for resolving various prob- 
lems which might face them at any given 
time. Whether the referred child needs 
help at that particular time is frequently 
a moot question, and in some cases, even the 


WILLIAM C. SZE 


stated reasons and the timing of the referral 
are questionable. It seems that most cases 
are referred at the convenience of significant 
others rather than because of the emergency 
needs of the child. This is not entirely due 
to the ignorance of the significant others, 
but reflects many other factors which gen- 
erate the moment of "urgent need." 

There is no doubt that many referred 
children do have problems of various kinds. 
The question is whether all these problems 
can be best met by mental health services; 
for instance, poor academic achievement 
may require remedial services instead of 
mental health services, Indiscriminate uti- 
lization of mental health clinics often cre- 
ates a discrepancy between the expectations 
of the referring agent and the reality which 
the clinician is able to deliver. 

In order to narrow the gap, a new em- 
phasis on mental health education through 
the consultative process would be useful. 
Also, just emphasizing the emergency aspect 
is not enough; what is needed is a preven- 
tive approach which will interrupt the 
vicious circle, as the conceptual model in- 
dicated, For instance, administrative con: 
sultation with school administrators may in- 
crease understanding of the real needs and 


————— 
Also, in the development of a 
psychiatric emergency, the social 
variables are as crucial as .. . 
the psychological make-up of the 
individual. 

problems which confront school personnel 
every day. If the school has inadequate 
facilities for those who need extra help, the 
staff is burdened with an extra load of re- 
sponsibilities. After a period of time, ten- 
sion is bound to build up, with the result 
that a crisis is in the making. Finally, the 
tolerance of the individual teacher or the 
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school system runs out, and the child is 
labeled as a problem child who needs im- 
mediate psychiatric intervention. The con- 
ceptual model of this study has very well 
demonstrated this point. What can be done 
is to examine the school situation with 
reference to "problem children" in order to 
identify the problem according to the con- 
ceptual model and, once the problem area 
is identified, to find a solution for coping 
with it. Sometimes it may not be the re- 
ferred child, but the system, which needs 
the help. Hence, preventive measures 
would decrease “psychiatric emergency" 
incidents to a great extent. 
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James K. Whittaker, Ph.D. 


Mental Hygiene Influences in 
Children's Institutions: Organization 
and Technology for Treatment 


The author traces the influence of the mental hygiene movement on 


children's institutions. 


These include the use of psychological testing, 


the emergence of mental hygiene clinics and the use of the psychiatric 
team. In particular, the emphasis on the team—psychiatrist, psycholo- 
gist and psychiatric social worker—led, he feels, to a separatism between 


the child care workers and the team. 


The study of the effects of the mental 
hygiene movement on the children’s institu- 
tional field for the period 1910-1930 pro- 
vides us with a unique opportunity to 
analyze how a new technology of treatment 
becomes incorporated into an existing 
structure of services. Analysis of this type 
may be particularly critical today when we 
are faced with a wholesale restructuring 
of our present mental health services. This 
paper, based on the author's larger study 
of the development of child care institu- 
tions in the United States, will examine 
briefly some of the implications of the men- 
tal hygiene movement for the child caring 
institution. 


Early Influences 


As early as the 1911 National Conference 
of Charities and Corrections, William Healy 
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was waxing enthusiastic about the possible 
uses of the Binet intelligence tests to pro- 
vide a better classified institution for delin- 
quents by separating out those delinquents 
who were mentally defective. A short time 
later, Hastings Hart of the Russell Sage 
Foundation would view “thorough medical, 
physical and psychological examinations” 
as the most beneficial advance which child 
caring institutions could hope to achieve. 

The institutions did not, however, em- 
brace the notion of thorough mental ex- 
aminations wholeheartedly in these early 
years. Reminiscent of Healy’s frustrations 
is the statement of William J. Doherty of 
the Department of Public Charities in New 
York City (1914): 


In the majority of institutions inspected, 
no systematic effort is made to ascertain the 
mental condition of the children. Though 
the Department of Public Charities has es- 
tablished a clearing house for mental de- 
fectives where such examinations could be 
made free of charge, the institutions have 
made very little use of the facilities. 
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Sometimes, it took a dramatic episode to 
convince institutional personnel of the ef- 
fectiveness of the new techniques. For ex- 
ample, the staff of the juvenile detention 
home in Seattle were "sold" when a Dr. 
Stevenson Smith successfully treated an 
older adolescent house burglar, whose par- 
ticular fetish had been to steal only a 
woman's black gown from each house! 'The 
case had previously baffled the juvenile au- 
thorities, who thereafter made a strong case 
for a complete diagnosis of all delinquents.* 

Some authorities seized upon the new 
technology—particularly intelligence test- 
ing—as a kind of infallible rule by which 
all decisions should be made. Commenting 
on a paper of Healy and Bronner at the 
1919 White House Conference, Dr. David 
Mitchell of New York City cautioned 
against the improper use of intelligence 
testing: 


I greatly fear that too much of our work 
has been concerned with establishing 
mental rating, and deciding that because 
the child fails to do a particular thing he 
is feebleminded and therefore should be 
committed to an institution. The funda- 
mental part of the study of the child should 
be the study of his emotional disturbances. 
Undoubtedly, a great many children are in 
juvenile court largely because of these 
emotional factors, factors which so far we 
have almost invariably neglected to study.5 


However slowly, the new ideas were 
making their way into child caring institu- 
tions in the late teens and early twenties. 
For example, the Institute for Juvenile Re- 
search conducted a series of mental hygiene 
clinics which consulted regularly to chil- 
dren's institutions in the state of Illinois. 

By 1920, the organizational requisites for 
the new mental hygiene technology were 
becoming clear: a psychiatric team com- 
posed of psychiatrist, clinical psychologist 
and social worker operating out of a single 
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clinic. This pattern of organization with 
the subsequent addition of other clinical 
specialists would constitute the basic pat- 
tern of service in the children's field for 
years to come. : 

Thus the child guidance model—orga- 
nized around the "psychiatric team"—be- 
came the paradigm for institutional treat- 
ment. It would be overstating the case to 
say that the majority of institutions for de- 
pendent and delinquent children incor- 
porated the child guidance model in the 
1920s—in fact only a small minority would 
do so—but it was true that this particular 
form of organization for treatment came 
to be recognized as the most appropriate 
one for the children's institution. What 
seemed to be working in the larger com- 
munity should certainly be efficacious in 
the institution, so the logic ran. Just as 
the child guidance model provided a new 
organization for treatment, the growing 
popularity of Freudian psychology would 
provide a new technology for treatment. In 
the twenties, however, the theoretical un- 
derpinnings of the child guidance model 
were far more diverse, as witnessed for ex- 
ample in William Healy's eclecticism, than 
they would be in the thirties. 


Mental Hygiene in Children's Institutions: 
Some Examples 


"Though the number of children's institu- 
tions to actually incorporate the child 
guidance model remained small compared 
to the total number of institutions, certain 
institutions had by the end of the 1920s 
developed their clinical programs to the 
point where they became models of how 
the new treatment organization and tech- 
nology could be adapted for use in 
institutions. The four institutions we 
will examine roused professional interest 
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To study the mental hygiene movement and its effects on chil- 
dren's institutions is to study how quickly what is avant-garde 


becomes passe. 


throughout the country and attracted many 
visitors from children’s institutions and 
agencies who were anxious to see how the 
psychiatric team would function in an in- 
stitutional setting. 


New England Home for Little 
Wanderers (1865) 


Though the primary function of the New 
England Home was the placing out of de- 
pendent children in individual foster 
homes, it made use of its institutional 
facility as a study home. Here a complete 
bio-psycho-social picture of the child could 
be compiled and this knowledge utilized so 
as to insure a goodness of fit between child 
and foster home. Such an idea was unique 
to the field of child welfare in 1914 when 
adopted by the New England Home. 

This new concept of using the pre-place- 
ment stay in the institution as a diagnostic 
period was implemented at the Home in 
the Department of Child Study, which in- 
cluded the professions of pediatrics, psy- 
chiatry, clinical psychology and education, 
Through professional conferences, publica- 
tions and a weekly clinic for the study of 
children presenting problems in behavior, 
the New England Home became known as 
a model of institutional care and attracted 
visitors from throughout the country to 
study its methods. 


Children's Village—Dobbs Ferry, 
New York (1851) 


The Children’s Village—formerly known 
as the New York Juvenile Asylum—used 


psychological tests as early as 1920 to aid 
in school placements. The use of intelli- 
gence testing was initiated by members of 
the institution’s school staff (some of whom 
had studied with Thorndike at Columbia) 
and soon the results of the tests were being 
shared with cottage parents. 

For a few years, the staff of the “mental 
hygiene clinic" at the Children's Village 
consisted of one member of the school staff 
(to administer the tests) and a secretary. 
In October, 1926, the Commonwealth Fund 
made a grant to the Village making possible 
the expansion of this psychological work 
to include social investigation, as well as 
physical and psychiatric examinations. The 
Clinic staff made full studies of all children 
before admission to the Village. In addi- 
tion, the resources of the Clinic were used 
for nearly all placements in vocational 
training and work assignments, as well as 
for discussion of cases of discipline. 

As in most of the new child guidance 
clinics, the psychiatric triumvirate defined 
for itself clearly specified functions. Psy- 
chiatry was responsible for any treatment 
of the child, as well as for the overall ad- 
ministration of the clinic—the final author- 
ity in clinical decisions rested with the 
psychiatrist. Social workers were responsi- 
ble for gathering the case history and co- 
ordinating work with the families. Psy- 
chologists were responsible for testing and 
little else. 

In 1929 the director of the clinic saw a 
need for more parent education so that 
they might better understand the treatment 
of the children. He also urged the clinic 
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staff to initiate more contact with the cot- 
tage parents and suggested that cottage 
parents be included in conferences on the 
children. Finally, he suggested that there 
could be more discussion between profes- 
sionals and cottage parents for the study 
of behavior problems and training of chil- 
dren. Admitting to “growing pains” in the 
relationship between the clinic, the admin- 
istration and the cottage staff, the director, 
nonetheless, looked forward to progress in 
the years ahead. 

The reference to “growing pains” points 
up a phenomena present at this and other 
institutions experimenting with the incor- 
poration of the child guidance model; there 
would be many “growing pains” on at least 
two levels, First, there would be the kinds 
of frictions between cottage staff, institu- 
tional administration and mental health 
professionals. In addition, there would be 
a growing need on the part of the members 
of the psychiatric team to carefully define 
their “function” within the team and their 
relationship to one another. All three pro- 
fessional partners on the psychiatric team— 
and especially social work and psychology— 
became intensely interested in method and 
in perfecting the techniques of their par- 
ticular specialities. The need to know (and 
to have others know) what they did on the 
psychiatric team was of crucial importance, 
as it largely determined who they were in 
relation to their psychiatric colleagues.9 


Whittier State School: Whittier, Calif. 


The Whittier State School for delinquent 
boys is important in the extension of mental 
hygiene concepts to children’s institutions, 
in that it was one of the few institutions to 
incorporate a research department as well 
as a psychological clinic. A 1914 study of 
the delinquent population at the Whittier 
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School was conducted by Lewis M. Terman, 
a psychologist from Stanford. Terman’s 
report recommended the establishment of 
a research department and the plan was 
implemented. By 1918 the research depart- 
ment boasted a full time staff including 
psychologists and sociologists. One of their 
first projects was the development of the 
Whittier Scale—a test used for grading 
home conditions, neighborhoods, the rela- 
tionship of intelligence to delinquent be- 
havior and other factors associated with 
delinquency. 

The extent to which this institution in- 
corporated some of the new mental hygiene 
concepts into the daily living situation with 
the delinquent boys was quite remarkable 
for the period. This was perhaps due to 
the fact that the mental hygiene laboratory 


REM eene 
... a psychiatric team composed 
of psychiatrist, clinical psycholo- 
gist and social worker operating 
out of a single clinic . . . would 
constitute the basic pattern of 
service in the children's fleld for 
years fo come. 


at the Whittier State School was conceived 
of and administered by psychologists, who 
placed more of an emphasis on developing 
evaluative measures, tests and forms than 
did their colleagues in medicine or social 
work. These, in turn, provided a basis for 
consulting with the line staff on the pro- 
gress of a particular boy. 


Jewish Protectory and Aid Society: 
Hawthorne School for Boys 


In 1922, the Hawthorne School for Boys 
established a mental hygiene clinic whose 
director was a psychologist assisted irregu- 
larly by volunteers and members of the 
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Mental Hygiene Committee of New York. 
Psychological tests included the Stanford 
Revision of the BinetSimon intelligence 
test and a series of tests devised by Pintner 
and Patterson. The psychologist made 
recommendations for treatment and those 
cases more difficult to diagnose were re- 
ferred to a psychiatrist in one of the mental 
hygiene clinics in New York City. By 
1924, the Hawthorne and Cedar Knolls 
schools had a full time psychiatrist and six 
consulting psychologists. 

Early studies by the Mental Hygiene 
Clinic concerned themselves chiefly with 
the postinstitutional adjustment of juve- 
nile delinquents, and reflected the growing 
interest in psychoanalytically oriented psy- 
chotherapy as a remedy for delinquency. 
The Mental Hygiene Clinic in 1928 pro- 
posed that one cottage be set aside for a 
total treatment effort. This experiment 

- would be indicative of a trend of expanding 
the old diagnostic triad: Delinquent, De- 
pendent, Defective to include “emotionally 
disturbed" and of developing a psycho- 
therapeutically oriented "residential treat- 
ment center" to serve such cases. 

Just as at the Children’s Village, the 
Mental Hygiene Clinic at the Hawthorne 
School experienced some difficulty in estab- 
lishing the "proper relationship" between 
the professions of psychiatry, psychology 
and social work. The 1929 report notes 
that "there is still much to be done in 
this area" and comments that the whole 
field of mental hygiene is still in an ex- 
perimental state with few clearly defined 
techniques and procedures. 


Other Institutions 
Clearly, the way in which the new men- 


tal hygiene ideas were incorporated into 
institutions like Children's Village New 
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England Home, Hawthorne School and 
Whittier State School was not representative 
of all child caring institutions for the 
period. If anything, they were representa- 
tive of what were the most highly developed 
institutional programs in the country. In 
this respect, it is interesting to note that 
they were with one exception private facili- 
ties, well-endowed, able to be selective about 
client intake and able to attract competent 
staff. Typically, the larger public institu- 
tions, if they incorporated mental hygiene 
practices at all, usually adopted psycho- 
logical testing for the purpose of classifying 
delinquents, 1 
Catholic institutions were notably slow 
in incorporating the new mental hygiene 
technology into their facilities. There were 
a number of reasons for this: a general dis- 
trust of non-Catholic agencies and individ- 
uals to deal with the problems of the de- 
linquent or dependent Catholic child; a 
desire to “take care of their own"; a rejec- 
tion of the deterministic aspects of some of 
the newer theories of delinquency since they 
tended to assault the notion of “free will"; 
and the fact that most Catholic institutions 
were staffed almost entirely by clerical per- 
sonnel, few of whom had any training in 
mental hygiene. Perhaps most important 
of all, however, was the fact that the Catho- 
lic institution tended to view delinquency 
more as a problem of moral turpitude, 
than as a problem of bad associations, or 
psychological conflicts. "Therefore, the 
"treatment" for such a condition already 
lay within the framework of the religion. 


Summary 


To study the mental hygiene movement 
and its effects on children's institutions in 
the twenties is to study how quickly what 
is avant-garde becomes passé. The “psy- 
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chiatric team"; "psychoanalytically oriented 
psychotherapy"; the notion of the “psy- 
chologically disturbed delinquent" and the 
use of "projective tests"—all of which rep- 
resented bold experiments in the children's 
field of the twenties—would become insti- 
tutionalized in the thirties and forties, only 
to begin a descent into disrepute in the 
sixties. The children's institutional field 
witnessed many mental hygiene “firsts” in 
the period 1910-1930, among tbe more im- 
portant of which were: the use of psycho- 
logical testing to determine institutional 
placement; the emergence of the mental 
hygiene clinic and psychiatric team as an 
integral part of institutions for dependent, 
as well as delinquent children; the growing 
belief towards the end of the twenties that 
the delinquent suffered less from moral de- 
pravity than from emotional illness and the 
new professional structure (social work, psy- 
chiatry, clinical psychology) that was being 
integrated into the organization of chil- 
dren's institutions. Granted, the extent to 
which these innovations were actually im- 
plemented in the child caring institutions 
of the twenties was limited, but the basic 
experimental patterns which were laid down 
then would become the accepted way of 
doing things for the next few decades. 

One drawback of the infusion of the new 
mental hygiene concepts was the distance 
that was created between the members of 
the psychiatric team and the other mem- 
bers of the institutional staff. This fact 
may be demonstrated in the development 
of the role of the psychiatric caseworker in 
the 1920's. 

In the attempt to establish social work as 
a scientific discipline and in an attempt to 
relate its function on the psychiatric team 
to that of the psychiatrist and clinical psy- 
chologist, it became important for social 
work to disassociate itself from those aspects 
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of institutional care which did not fall 
within the professional bailiwick. Thus, in 
many institutions the department of social 
service became. something apart from the 
department of institutional care. Social 
work like the other professions, paid a 
great amount of lip service to the im- 
portance of the work of cottage personnel, 
attendants, recreation leaders, and house 
parents, but clearly saw them as operating 
on a different level than themselves. This 
sense of division comes through when one 
reads the descriptions of the various in- 
stitutional staff training conferences held 
during this period: the flow of information 
was downward from the professional staff— 
who presumably had the expertise in men- 
tal hygiene and treatment concepts—to the 
line staff who did not. The social worker 
would deem it more profitable to advise 
the psychiatrist of a "social knowledge and 
technique which he usually lacked," than 
to spend her time consulting with the line 
staff on matters of child care and manage- 
ment/ One suspects that social workers 
viewed the former relationship as offering 
much in the way of status by association 
and a relative isolation from the sticky - 
problems of the day-to-day management of 
cottage group behavior, while the latter 
would require a frequent collaboration with 
institutional staff from a lower status niche 
and a probable engagement in problems of 
behavior management, recreation and group 
living considered not proper territory for 
professional intervention. Just as medical 
social work felt a need to separate its func- 
tion from that of nursing, one suspects that 
psychiatric social workers operating in child 
caring institutions felt a similar need to 
separate their area of intervention from 
cottage workers, child care staff and other 
institutional personnel. For whatever rea- 
son, there developed toward the end of the 
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twenties a treatment structure which was 
separate from the group living, or cottage 
structure in children's institutions. This 
separatism was enhanced by the fact that 
the treatment of choice for the newly classi- 
fied "emotionally disturbed" child took 
place mainly in a carefully structured ther- 
apy session with a professional psycho- 
therapist. 

This viewpoint, which would become 
widely accepted in the thirties, saw cottage 
staff and other institutional personnel as 
important supportive figures, but not as 
the primary therapeutic agents. The fruits 
of this separation would be felt in later 
years. 

At the very least, an analysis of the effects 
of the mental hygiene movement on the 
children's institutional field should convey 
to us some reticence about accepting carte 
blanche any theoretical system or pattern of 
organization, until we have examined the 
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possible unanticipated consequences of our 
actions. 
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Ruth B. Falk 


Innovations in College Mental Health 


While many colleges and almost all high schools retain the traditional 
counseling centers, some colleges have begun innovative approaches to 


dealing with students’ emotional problems. 


The author discusses 


preventive measures such as pinpointing areas of stress and working 
to alleviate them, developing group procedures for counseling and 
confrontation between different campus groups and giving students 
a greater voice in the running of the centers. 


The traditional model of the counseling 
center on today's campuses no longer meets 
the needs of today’s youth. The counselor, 
be he psychiatrist or psychologist, can no 
longer afford to sit in his office and wait 
for problem-laden students to come for 
help. What is needed is a more active 
counseling center which reaches out into 
the college community. 

Almost all counseling centers are aware 
of the limitations of the services that they 
can provide, Helping just those few stu- 
dents who appear at their doors is often 
too much of a load for the counseling 
service to handle. In nearly every center 
students’ demands for help far exceed the 
resources which are available. Long wait- 
ing lists for aid are the rule rather than 
the exception. Many centers deal with 
this problem by not publicizing their 
services. 

A few counseling centers, however, are 
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slowly beginning to look to new approaches 
and new kinds of orientations which do not 
involve traditional one-to-one therapy. Ap- 
proaches which focus more on prevention 
than on remediation are gradually taking 
hold; orientations which are environmental 
rather than individual-focused are slowly 
being accepted. 

The Colorado State University counsel- 
ing center has made a major attempt to 
create a new model from mental health 
intervention on the college campus based 
on community mental health concepts. 
Underlying this innovation are two basic 
strategies the center is using for program 
planning. These are: first, creating pro- 
grams based on primary prevention rather 
than on remediation; and second, changing 
the role of the counselor from a therapeutic 
to a developmental orientation. 


———————————— 


This article is adapted from a paper presented 
at the Conference on Student Mental Health, U.S. 
Office of Education, August, 1970. The opinions 
and recommendations in it are those of the author 
only and do not necessarily reflect the position of 
the National Institute of Mental Health or the 
Department of Health, Education, and Welfare. 
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- «+ problems of sexuality, abor- 
tion, birth control and the issue 
of student power and responsibil- 
ity should be viewed within the 
scope of counseling center re- 
sponsibilities. 


This developmental orientation requires 
that counseling center staff move out of the 
office and become an active part of the 
overall educational  process—interacting 
with administration, faculty, and students 
to create changes that facilitate normal 
growth and maximize human potential in 
all groups. In other words, the counselor 
is not just working with those students 
who are in crisis but is trying to create a 
more supportive environment for so-called 
normal students and community members 
who want to become more self-actualized 
and productive. 

The activities, taking place outside of 
the counseling center itself, are referred 
to as outreach programs. Although a large 
percentage of counseling centers are in- 
volved in some kind of outreach program- 
ming, most of the work is in the experi- 
mental stages. Counselors are well trained 
in the techniques of individual and group 
therapy, but there are very few training 
programs which deal significantly with out- 
reach programs. The National Institute 
of Mental Health recently funded a re- 
search grant in this area at Colorado State 
University to fill this need. Dr. Weston 
Morrill is the Principal Investigator of 
this research project. 

Outreach programming takes a variety of 
forms. One of the crucial roles that stu- 
dents are beginning to demand of counsel- 
ing center staff is that they make a con- 
certed effort to change campus policies 
which are detrimental to student health. 
The conditions of dormitory living and 
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food services; pressures from grading sys- 
tems and teaching procedures; problems of 
sexuality, abortion, birth control, and the 
issue of student power and responsibility 
should be viewed within the scope of coun- 
seling center responsibilities. Alleviating 
stress in these situations will clearly have 
a great impact on the total campus popula- 
tion and provides a clear example of how 
the counseling center can work in the area 
of primary prevention. Some counseling 
centers have, in fact, begun to take on 
research activities designed to identify 
stress-inducing aspects of the campus com- 
munity and to develop programs to help 
college administrations make necessary 
changes. Unquestionably, this type of ac- 
tion research is one of most important 
preventive services a counseling center can 
perform. 

A primary goal of a developmental out- 
reach program is the creation of a thera- 
peutic community in which interactions 
that facilitate human growth and develop- 
ment are commonplace. Many counseling 
centers have developed encounter group 
and T group programs to teach effective 
human relations. These programs reach a 
large portion of the student population 
and usually involve students in the actual 
implementation of the programs as dis- 
cussion leaders. NIMH is currently sup- 
porting a research project at the University 
of California at Berkeley to evaluate stu- 
dentled encounter groups. Dr. James 
Bebout is the Principal Investigator. The 
preventive aspects of such a program are 
very promising. 

Communication and Confrontation 

Some counseling centers are also develop- 
ing group procedures to provide mecha- 
nisms for communication and confrontation 
among students, faculty, administration and 
community groups representing a wide 
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variety of positions across a number of cur- 
rent campus and world issues. Similar 
group techniques are being used to maxi- 
mize student growth and potential in on- 
campus residence halls. Included are edu- 
cational and counseling programs on drugs, 
marriage, parent training, sex education, 
contraception, draft regulations, etc. Many 
of these programs avail themselves of the 
resources of students who teach the pro- 
grams in their own dormitories. The Uni- 
versity of Massachusetts is presently devel- 
oping a peer sex education program in 
which students do the actual teaching. 
Student dissatisfaction with present class- 
room teaching-learning processes has stimu- 
lated counseling centers to develop outreach 
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groups also help the students themselves to 
develop more effective coping behavior and 
to maximize personal growth. Dr. Carroll 
Kennedy at Kansas State University has de- 
veloped this effective program under an 
NIMH Research Grant. 

Another preventive intervention program 
that some counseling centers are developing 
involves the use of questionnaires to help 
students make their own decisions, Dr. 
Bernard Bloom at the University of Colo- 
rado has developed such a program for 
students to increase emotional maturity, im- 
prove adaptation to the college community, 
and reduce psychological disability. His 
methods involve periodic collection and an- 
alysis of personally meaningful question- 


Some counseling centers have student volunteers who meet 
regularly as advisory developmental groups. 


programs focusing on learning. Some new 
programs utilize student resource teams in 
the classroom to assist faculty members in 
creative approaches to concept presentation 
and also to provide immediate feedback to 
faculty members on their teaching effective- 
ness. Video tape procedures have also been 
utilized to help faculty and students ac- 
quire more effective teaching and learning 
techniques. 

Some counseling centers have student vol- 
unteers who meet regularly as advisory de- 
velopmental groups. These students meet 
to discuss their needs, their own develop- 
ment, and the role the university plays in 
assisting or hindering that development. 
The data from these groups are fed back 
to the faculty and administration as con- 
crete information about the changing needs 
and activities of students in such a way that 
a climate of sensitivity to personal human 
development is fostered. These discussion 
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naires and prompt reporting back to 
participating students. These procedures 
help students analyze their problems, and 
provide them with feedback on how other 
students in the same situation are doing, 
thus reducing feelings of isolation and 
uniqueness. The questionnaires also pro- 
vide students with an avenue for expressing 
their reactions to the university, as well as 
providing them with opportunities to think 
through their beliefs. 


A Student Vantage Point on College 
Mental Heath Service 


In the spring of 1970, the National In- 
stitute of Mental Health funded a student 
task force to the National Conference of 
the American College Health Association 
to yield direct input from national campus 
youth as to the health needs, both mental 
and physical, of young people on college 
campuses. A paper entitled “Students and 
College Health” was prepared. 
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The students were most critical of the 
health and counseling services on our col- 
lege campuses as well as those in the country 
atlarge. They felt that most health centers 
need to be reorganized within the college 
and that the University itself must also be 
reorganized. The students decried the fact 
that health professionals expend most of 
their energy on the provision of medical 
care and minimize preventive aspects of 
health care. Their ideas coincide with 
the concepts of community mental health 
and outreach programming. 

Several statements clearly express the 
concerns of the students, These are: “The 
community is the rightful controller of the 
delivery of health services as well as the 
rightful judge of its quality. Students as 
members of the college community should 
have more control over their health services. 
. . . Health services have a moral and pro- 
fessional obligation to be as responsive as 
their competency will allow to meet the 
needs and demands of the community. . . . 
The responsibility of the service professions 
is primarily to its community, not to its 
profession. . . .” (Some students recom- 
mended setting up health services which 
were supported by student fees and inde- 
pendent of administrative control.) 

The students stated clearly their concern 
that doctors have a role outside their offices 
in dealing with current stresses on our cam- 
puses flowing from the outside society. The 
pressure of the draft, the war, drugs, sexu- 
ality, birth control abortion, etc, were 
mentioned as stresses to be dealt with by 
mental health centers. The students were 
not just concerned with the curing of spe- 
cific problems, but with preventive mental 
and physical health, and the enviromental 

and educational aspects thereof. "They felt 
that the health center should teach them to 
care for their own bodies and to educate 
them in areas of sexuality, mental health, 


contraceptives, etc. Students desire that 
the counseling center be relevant to the 
goals and needs of all students—students 
in crisis as well as "normal" students, 

Recommendations made by these stu. 
dents and other groups of students indicate | 
that they would like a greater part in the 


———M 
Students desire that the coun- 
seling center be relevant to the 
goals and needs of all students— 
students in crisis as well as "nor- 
mal" students. 
————— MÀ M cá" 


decision-making process whereby the poli- 
cies regarding delivery of services are made. 
The students have a strong concern that 
a country as affluent as ours begin to per- 
ceive adequate health care for its populace, 
not as a luxury but as a necessity, and they 
are willing to put their time and energy 
into insuring that such service becomes the 
right of every citizen. 
In accord with the above information I 
would like to present some guidelines for 
consumer and/or student participation in - 
health services: 
l. That agencies delivering services to 
student groups be encouraged to employ 
students in their operations on a paying 
basis to encourage involvement, interest, 
and training at the earliest levels, as well 
as to improve services. 
2. That services to student groups be 
encouraged to perceive their responsibili- 
ties beyond that of crisis intervention, seek- 
ing ways to invite participation in health 
programs before large scale problems arise. 
This is particularly important for mental | 
health delivery systems on college and high 
school campuses. 
3. That student health centers be encour- 
aged to begin involving themselves in the 
educational network of which they are a 
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part by offering credit courses in the health 
sciences as a part of the regular curriculum. 

4. That student health centers provide 
funds and the opportunities for students 
to run their own mental health programs 
(youth have already initiated rap centers, 
hotlines, halfway houses, runaway houses, 
drug projects, etc., to help their own peers). 

Before closing, it is essential to mention 
one important aspect of the student move- 
ment which relates closely to college men- 
tal services with an enviromental orienta- 
tion. Students today are demanding more 
responsibility and control over their lives 
and the institutions which. directly affect 
them. The feeling which comes from hav- 
ing control over one's environment lessens 
feelings of alienation and is conducive to 
good mental health. New experiments in 
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education, such as free universities and ex- 
perimental colleges, provide students with 
the opportunity to be responsible for their 
own learning and development. For exam- 
ple, students at Fairhaven College at West- 
ern Washington State College develop and 
teach their own courses using professors as 
resource personnel The students are re- 
sponsible for determining how much credit 
certain work should receive and in many 
classes grades have been completely elimi- 
nated. 

The type of atmosphere which has been 
developed at some of these “free” univer- 
sities is an attempt to create the same kind 
of climate that innovative counseling cen- 
ters are trying to develop with their out- 
reach programs and their involvement of 
students in responsible positions, 


Peter Thomas, B.S. 
Giovanni Frisone, B.A. 
David Lipson, B.A. 


An Evaluation of Parent Drug Education? 


A drug education program was conducted to determine if, by in- 
forming parents and changing their attitudes toward drugs, children's 
attitudes could be affected. While most participants felt it had been 
helpful, results showed that the program had not changed attitudes 
or fostered increased communication between parents and. children. 
The authors suggest that direct communication with children may be 
a more effective way of changing attitudes. 


Although there is a tremendous invest- 
ment in community service programs in 
terms of money and manpower, few such 
programs are ever objectively evaluated. 
Usually the sole justification for continua- 
tion of such programs is the subjective 
feeling of the participants that the effort 
was worthwhile. The following program 
represents an attempt to apply research 
techniques to the field of community men- 
tal health. We selected the area of drug 
education for two reasons: 1) drug abuse is 
a growing problem which is of grave con- 
cern to the community and 2) typically, 
literature on evaluation of drug education 
programs is practically non-existent. 

Drs. John Swisher and Richard Harman 
have conducted the only other evaluated 
drug education program (at Temple Uni- 
versity) known to the authors.? This pro- 
gram was subject to the serious methodo- 
logical flaw that information and attitude 
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change were measured the same day the 
treatment was applied. Without a reason- 
able time interval nothing can be said 
about the stability of whatever changes 
might be found. j 

The reasoning behind parent drug edu- - 
cation programs can be roughly character- 
ized as follows: factual information about 
drugs and, inevitably, some attitudes of the 
"teachers" are communicated to parents. 
The parents communicate this new infor- 
mation and their altered attitudes to their 
children, and the children, finally, absorb. 
this and alter (if necessary) their behavior 
accordingly. Logically then, if a d g 2 
problem exists, the effectiveness of a parent. 
drug education program would be reflected: 
in decreased drug use by the children. This 
is the ultimate goal. Practical problems 
make accurate measurement of drug use 
impossible. Consequently, we have en} 
deavored to measure the process step by 


The authors wish to express their gratitude to D s. 
Amerigo Farina, Karl Nieforth and Brian Klitz for. 
their help and guidance in this project. 3 
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step through the assessment of the chil- 
dren's attitudes and information levels. 

For our purposes, then, we wanted to 
measure three main things: 1) attitude and 
information change in the parents 2) com- 
munication between parents and children 
and 3) attitude and information change in 
the children. To do this we had five main 
hypotheses: 


la) Experimental parents will be sig- 
nificantly more informed about 
drugs than control parents; 

b) Experimental parents will have 
significantly different attitudes about 
drugs than control parents; 

2) Experimental families will have sig- 
nificantly more communication 
about drugs than control families; 
Experimental children will be sig- 
nificantly more informed about 
drugs than control children; 
b) Experimental children will have sig- 
nificantly different attitudes about 
drugs than control children. 


3a) 


Procedure 


From the beginning, an effort was made 
to maximize the effectiveness of this pro- 
gram by limiting the sample to be reached. 
Thus it was decided that an intensive, per- 
sonal approach to a relatively small group 
(eighteen families in each condition) would 
come closest to the ideal of maximum par- 
ticipation in the program and exposure to 
the treatment. 

Basically the experiment involved two 
randomly selected groups, one of which 


-À received a drug education program. The 


effect of the program was measured by 
means of a questionnaire. 

Families were randomly selected from a 
list of approximately two hundred families 
Who had attended a meeting about drug 
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use in the community two years earlier, 
These families, then, were people who had 
already expressed a concern about the drug 
problem. Each family had at least one 
child of high school age. The families were 
then randomly assigned to experimental 
and control groups. Next, the experimen- 
tal families were contacted by means of a 
personal letter which explained the pur- 
pose of the program and who the sponsors 
were. The letter indicated that each fam- 
ily would be contacted by phone in order 
to arrange a meeting at the families’ homes 
with one of the assistants running the pro- 
gram. These informal meetings were then 
arranged. At that meeting, the families 
were given a pamphlet written by Dr. Brian 
Klitz containing factual information about 
most of the popular drugs. The assistants, 
using a carefully standardized approach, 
then invited each family to a group meet- 
ing. 

The group meeting consisted of a talk by 
a pharmacist (excellently given by Dr. Karl 
Nieforth) followed by a roundtable discus- 
sion. One or both of the parents attended 
from fourteen of the eighteen families. The 
discussion centered on treatment facilities 
and the parent's role in meeting the drug 
problem. At this time, two additional 
handouts were distributed concerning these 
topics. The program ran for about three 


hours.* 

Measures of the program were then ob- 
tained. Letters were written to the control 
families offering them the same program. 


* Attitudes were not explicitly discussed at the meet- 
ing. However, it was clear that 1) the pamphlet 
favored certain attitudes 2) the people running the 
program had certain attitudes 3) the speaker had 
certain attitudes. While this seems like a scant 
"treatment," it is precisely what drug education 
programs went on, along with information, to 
change attitudes. 
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At the first meeting with this group, ques- 
tionnaires were distributed to be filled out 
by both parents and the child of high school 
age. The experimental families were called 
again and given questionnaires also, 

The questionaires consisted of from 
twenty to twenty-three questions (the ques- 
tionnaires were slightly different for the 
experimental and control groups and for 
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to this, the communication was two-sided, 
fairly portrayed the effects of the chemical. 
agents without emotional appeal, etc. 


Results 


Of the five main hypotheses, only one. 
was confirmed. Experimental parents were 
found to be significantly better informed 


No attitudes were altered, no communication increased, and 
no changes at all were found in the children. 


the parents and children.) The first ten 
questions measured information about 
drugs (hypotheses la and 3a depending on 
the respondent). The next seven questions 
were designed to measure attitudes toward 
drugs (hypotheses Ib and 3b) The next 
several questions measured the degree of 
communication in the family. Last, several 
questions tapped the respondents’ feelings 
about the effectiveness of the program. 
Final measures were obtained from thirty of 
the experimental parents, twenty-nine con- 
trol parents, twenty-three experimental 
children and nineteen control children. 
A critical inspection of this program 
shows it to be consistent with current 
theory about attitude change and how it 
can be accomplished. The reinforcement 
theory developed by Hovland, Janis and 
Kelley lists three major variables in effecting 
attitude change. The first is getting the at- 
tention of the group to be reached. Here is 
where the program was exceptionally 
strong, using a personal approach. Sec- 
ondly, the message should be comprehen- 
sible, a task accomplished largely by an ex- 
cellent speaker and open discussion. 
Several factors were working for achiey- 
ment of the last step, acceptance. The 
message was coming form highly credible 
sources. Also, it was clear that no manip- 
ulative intent was involved. In addition 


about drugs than control parents (hypoth- 
esis la). The mean number of correct re- 
Sponses out of ten questions for the experi- 
mental parents was 7.23 as compared to 6.11 
for the control group. This difference is 
considered statistically meaningful, as it 
would be found by chance only once in 
fifty times. The attitudes of the two parent 
groups, however, showed no differences at 
all (hypothesis 1b). 

The second hypothesis, that experimen- 
tal families would have more communica- 
tion about drugs, was tested several ways. 
Both sets of parents and children rated the 
degree of communication on this topic. For 
the parents, there was a nonsignificant 
trend in the expected direction, with 50% 
of the experimental parents rating their 
family as having more communication 
about drugs than the average family as op- 
posed to 30%, of the control parents saying 
thesame. However, the children disagreed, 
with only 36% of the experimental children 
answering this way while 48% of the con- 
trol children did. Thus no evidence of in- 
creased communication was found here. 
Further, all respondents were asked to an- 
Swer seven attitude questions as they 
thought their children (or parents) would. 
It was reasoned that if experimental fami- 
lies had more discussion on the topic, they 
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would be more accurate at this than con- 
trols. No such differences were found. 
Experimental parents averaged 3.49 correct 
guesses of their offspring's attitudes while 
control parents averaged 3.73. Experimen- 
tal children averaged 4.00 correct guesses 
of their parent's attitudes while control 
averaged 8.86. Interestingly 
enough, fathers did a slightly better job 
of assessing their children's attitudes than 
did the mothers. It might be argued that 
children could accurately assess the atti- 
tudes of at least one parent, the parent with 
whom they communicate most, but that 
these differences were being obscured by 
the grouping. Testing each child and par- 
ent individually, however, again yielded the 
result of no significant difference. It can 
be concluded, then, that experimental fam- 
ilies did not communicate more about 
drugs than control families. 

As might be anticipated from the previ- 
ous results, no differences were found in the 
children's information level or attitudes 
toward drugs (hypotheses $a and 3b). The 
mean number of correct responses to infor- 
mation questions for the experimental chil- 
dren was 5.82 while control children had a 
mean of 5.84. No significant differences 
were found in the attitudes endorsed by the 
two groups of children. 

Finally, an effort was made to assess 
subjective feelings of the experimental fam- 
ilies. In response to a question asking if 
parents felt parent drug education pro- 
grams (in general) could be effective, 237% 
felt they could be very effective and 6576 
felt they could be moderately effective. 
Concerning our program in particular, 
35%, felt it was very effective and 53%, felt 
it was moderately effective. 

Experimental parents and children were 
further asked how the program and IS 
sulting discussion had affected the children. 
When asked if they thought the discus- 
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sions had "changed some of the opinions" 
of the offspring, 30% of the parents an- 
swered yes while 31% of the children 
agreed. Concerning information, 7895 of 
the parents felt the child had received new 
information while only 48% of the chil. 
dren agreed. Parents and children agreed, 
however, that the discussions showed the 
parents were concerned about the problem 
(93% of the parents and 95% of the chil- 
dren). 

Several miscellaneous conclusions may 
be drawn from the data. Further proof of 
the breakdown of information flow from 
program to parents to children was found 
in the fact that there was no correlation be- 
tween the amount of information of the 
parents and that of their respective chil- 
dren. Also there was no relation between 
how well informed respondents were and 
how well informed they were said to be by 
their parents (or children, accordingly). 
Another slightly unexpected finding was 
that the parents of both groups were better 
informed than the children (although only 
slightly in the case of the controls). This is 
contrary to the often expressed feeling by 
parents that their children "know so much 
more about drugs than I do." 

Discussion 

One possible argument that might be 
made against this experiment is that the 
actual treatment was too small, too limited 
and that consequently the findings of "no 
change" can be discounted. However, the 
actual results argue directly against this. 
The significant information change found 
in the experimental group demonstrates 
that the program was substantial and that 
it was possible for the parents to incorpo- 
rate the message if they so chose. It should 
be remembered that the parents were seen 
twice individually, given a pamphlet and 
two additional handouts, and also given an 
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hour and a half talk by an expert followed 
by a long discussion. A second possible 
argument about these findings could be 
briefly stated as follows: no changes in 
attitudes were found because the attitudes 
of the parents were already congruent with 
the attitudes presented in the program. The 
two already agreed so they could not 
change. Several examples, however, clearly 
demonstrate that this is not the case. 
Throughout the meeting (and most explic- 
itly on the handout mentioned) the role of 
the parents in meeting this problem was 
stressed. The importance of meaningful 
relationships between parents and children 
was emphasized and failure of these rela- 
tionships were specifically discussed as a 
cause of drug use. However, in response 
to the question, "In your opinion, what do 
you think is the reason most young people 
start using drugs?" the modal response (21) 
was "Due to the influence of friends," 
while only eight answered “Due to a fail- 
ure of the family to develop strong relation- 
ships." Also, while the message of the pro- 
gram was to be open-minded and the 
speaker explicitly stated that research find- 
ings on marijuana were equivocal, the state- 
ment that most closely approximated the 
feelings of the majority of the experimental 
parents toward marijuana was “It is a dan- 
gerous drug and should never be used by 
anyone.” The attitudes, then, of the par- 
ents and the attitudes expressed in the pro- 
gram were not so completely similar. 

Part of the findings of this experiment 
are consistent with earlier “findings.” 
Strikingly, the subjective measures indi- 
cated that the parents and children felt it 
was worthwhile. This is similar to the con- 
clusions of most drug programs—people feel 
that it was effective. In fact, however, it 
was not. Objective measures show that 
only the information level of the parents 
changed. No attitudes were altered, no 
communication increased, and no changes 
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at all were found in the children, The con- 
tradiction between the peoples’ feelings and 
the objective measures casts serious doubts 
on the value of these feelings mentioned in 
connection with other programs as well as 
this one. 

One may wish to define “effective” less 
stringently, however. Clearly the parents . 
enjoyed the program. Frequent comments 
from parents were that they were glad to 
share their worries, that talking about it 
helped and that "knowing you're not the | 
only one is important." Not to be over- 
looked, too, is the fact that 95%, of the chil- 
dren perceived their parents as concerned 
about the problem. 

This study suggests that patent drug ed- 
ucation may not be the most efficient utili- 
zation of resources in achieving the goal of 
affecting children's attitudes and ultimately, - 
their behavior. Further, the breakdown 
in the flow of information from program to 
parent to child indicates that a direct ap- 
proach to the children might be most ef. 
fective. We feel that the main import of 
this program is to demonstrate that ob- 
jective evaluation is feasible in the field of 
community mental health. It is our hope - 
that this effort will be an initial step toward ` 
more research on community services. : 
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Coordinated Patient Care: 
A Consultant’s View 


The author describes her experiences as a consultant to a Depart- 
ment of Public Assistance, and a trainee in a clinic and a residential 
treatment center. She was able to observe the interagency communi- 
cation distortion which complicates cooperation. In one example, a 
depressed woman was referred to the clinic for evaluation, and because 
the consultant failed to write a referral note, the evaluation task proved 
difficult. In the second, the consultant was able to facilitate referral 
of a school phobic child to a residential treatment center because of 
her contact with both the treatment center and public assistance. 
Coordinated patient care requires agency willingness to work out dis- 


torted views of other agencies. 


Although we mental health professionals 
have long touted ourselves as being expert 
in communication, experience in a com- 
munity setting indicates that this is not 
always our long suit when it comes to the 
problems which multiproblem families and 
clients pose for the many agencies they 
consult. 

This paper is an account of two instances 
which occurred during my training as a 
consultant in a child psychiatry fellowship. 
The first episode highlights what one ought 
not do as a consultant, and it points up 
some of the ethical and professional prob- 
lems the consultant encounters. The second 
incident illustrates a way of work in which 
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a consultant can effectively help two agen- 
cies work out the problem of coordinated 
patient care. 

During the first year of my consultation 
to the Department of Public Assistance, my 
consultation was primarily client-centered 
and I invited and encouraged caseworkers 
to be present at all interviews. In addi- 
tion, because I was the only on-site psychiat- 
ric consultant to this rather large agency 
(102 caseworkers and 8 supervisors I 
worked throughout the agency, made home 
visits with caseworkers, and helped in the 
orientation of new workers. In the process 
I gained wide, though superficial, experi- 
ence in the various areas of the agency’s 
work, and an acquaintance with most of 
the agency staff. My period of consulta- 
tion to the department coincided with a 
time in which the agency was actively en- 
gaged in up-dating its procedures and in 
initiating new ways of working with clients 
and of dealing with its growing community 
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responsibilities, Consequently, I found it 
an exciting place to work and felt most posi- 
tively about the agency and its potential 
far change. During the second year of fel- 
lowship, I continued as a consultant to the 
agency but in addition acted as coordinator 
for expanded psychiatric consultation pro- 
vided by four first-year child psychiatry fel- 
lows and two general psychiatry residents. 
The first episode occurred during the 
second year of my consultation to the De- 
partment of Public Assistance, when I was 
consulted by a caseworker about a client 
who puzzled and concerned her. The client 
was a twenty year-old woman who had 
given birth to an out-of-wedlock child, was 
supported by Aid to Dependent Children, 
and appeared to the caseworker to be some- 
what depressed, While the caseworker was 
convinced that her client had much po- 
tential, she found her difficult to help. The 
client continually hinted at severe emo- 
tional distress, while refusing to accept 
referral for psychiatric treatment. In addi- 
tion, while the client otherwise qualified 
for aid from Vocational Rehabilitation to 
resume her schooling, the caseworker was 
unable to find a facility where the pre- 
requisite psychiatric examination could be 
accomplished rapidly enough to permit her 
to apply for readmission to school. The 
caseworker indicated that she felt the 
client’s life situation was fairly stable, that 
it was her feeling that a crucial factor in 
alleviating the client’s depression would be 
her return to school, and that she felt 


——————————— 
A consultant to more than one 
agency is in a unique position and 
can act in such a way as to 
prompt more effective and under- 
standing cooperation between 
agencies. 
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the client would accept psychiatric referral 
if it were limited for the purposes of the 
Vocational Rehabilitation application, 

The outpatient clinic of the university 
training program had in the previous year 
initiated an intake procedure entailing im- 
mediate, same-day interviews for all refer- 
ral. As this seemed the only resource 


as the client seemed both interesting and. 
not necessarily in need of continued ther- 
apy, I suggested the worker refer her client 
to the university clinic, and that she ac- 
company the client in order to inform the 
intake resident about the particular re- 
quirements for the Vocational Rehabilita- 
tion application. Because the clinic did 
not require physician referral for adults, 
I did not write a referral note, but did 
suggest to the caseworker that she make 
available to the resident the pertinent in- 
formation he would need for an adequate 
evaluation. 

The remainder of the account was sub- 
sequently assembled from the reports of 
the caseworker and the resident. The 
caseworker had little difficulty in persuad- 
ing the client to accept the referral and 
it was arranged that the caseworker would 
accompany the client. On arriving at the 
clinic, the caseworker introduced herself 
and her client to the receptionist who had 
made the intake appointment on the tele- 
phone. In addition, the caseworker identi- 
fied herself as the client's caseworker and 


communicate to him the pertinent infor- 
mation. They were kept waiting for some 
time and finally the caseworker again asked 
to see the doctor. She was told he would 
see the patient alone, Finally she insisted 
that she must see the doctor, and when she 
accompanied the client to the intake office 
the resident refused to see her separately 
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capable of offering such prompt service and 


asked to see the doctor so that she might - 
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but insisted she relay her information in 
front of the client, a request which was 
further complicated by the presence of 
several unexplained observers. Frustrated 
and confused, the caseworker felt she was 
unable to present her request clearly, par- 
ticularly her concern as to the extent of 
her client's depression. She left and was 
informed by the client subsequently that 


was very insistent and he agreed, albeit un- 
willingly, to see her. In his initial concern 
that his relationship with the patient be 
entirely “above board,” he insisted that the 
caseworker make her referral in front of 
the patient. And he, himself, was confused 
about the reason for referral, while feeling 
too pressed for time to ask for more details. 
Apparently the client herself did not en- 


«his knowledge of referral resources is often an important 
portion of his contribution as a consultant. 
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she would be returning to the clinic for sev- 
eral visits. In the meantime, the caseworker 
found that the expected evaluation for 
Vocational Rehabilitation had not been 
done, partially because she had found her- 
self unable to request it. At this juncture, 
on my weekly rounds through the agency, 
she stopped me to relate her follow-up tale 
of woe. I was particularly chagrined be- 
cause I had been at some pains to give 
agency caseworkers some sense of their own 
professionalism, and the ways in which they 
might appropriately relate to other agencies 
having contact with their clients. I was 
also completely baffled by her report of her 
reception and so set about verifying her ac- 
count with the resident. 

The resident reported that it had been a 
terrible day for him. He had been running 
behind in his intake schedule and in addi- 
tion had had to contend with having his 
intake supervisor, as well as an unexpected 
medical student, sitting in on all of his 
interviews. He had called the receptionist 
to let her know that he was running late 
and was informed by her that there was 
“a lady" to see him. Lacking any more 
appropriate identification, he indicated that 
he was behind and so would not have time 
to see her and would call for the patient 
as soon as he could. On his second call the 
receptionist informed him that “the lady" 
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lighten him, but rather, initiated a thera- 
peutic contract with him in which he agreed 
not to communicate further with the case- 
worker. This agreement was supported by 
the intake supervisor, and the resident then 
found himself most unpleasantly trapped 
when he was confronted by the necessity of 
writing an evaluation for the Vocational 
Rehabilitation application. Eventually with 
a second visit by the patient and further 
clarification of his role by the xesident, the 
problem was resolved to the mutual satis- 
faction of all, but the incident served to 
convey to both caseworker and resident 
fairly unshakable impressions about the 
other's agency. 

The second example represents an at- 
tempt to clarify communication between 
the Department of Public Assistance and a 
local residential treatment center where the 
consultant was affiliated part-time for train- 
ing. I was initially asked by the county 
public assistance worker to evaluate a fam- 
ily because of the children's long-standing 
failure to attend school. My initial sug- 
gestions did not result in much improve- 
ment, and the Department of Public 
Assistance was forced to take the case to 
court in order to obtain custody and ade- 
quate treatment for the children. In the 
process of obtaining follow-up about the 
case, I discussed with the caseworker the 
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possible dispositional situations and was 
surprised to hear that the local residential 
treatment center was not among them, 
especially as I knew the center currently 
had openings When queried about her 
reasons for not considering the local treat- 
ment center, the caseworker related that the 
agency in the past had referred a number 
of children whom they had considered ap- 
propriate for admission, and that they had 
been unsuccessful in getting most of them 
in. I pointed out that from my recent 
contact with the treatment center, I knew 
that they currently had openings and were 
looking for just this sort of child. The 
caseworker reluctantly undertook the task 
of initiating the referral. 
Meanwhile at the treatment center I 
talked with the chief intake worker and 
alerted her that a really interesting case was 
about to be referred from public assistance. 
To my surprise she told me that the de- 
partment never referred good cases, and 
they had had great difficulties with case- 
workers from there in the past. I was a 
bit taken aback by this attitude since in 
my experience the caseworkers were, if not 
very sophisticated, at least sincere, enthusi- 
astic, and invested in their clients, I relayed 
this impression to the intake worker, and 
she somewhat reluctantly agreed to consider 
the application. Mostly because I had in- 
itially been consulted about the family, but 
also because I felt the treatment center 
offered the best potential for the child's 
treatment, I continued periodically check- 
ing on the progress of her referral, both at 
the Department of Public Assistance and at 
the treatment center. Sure enough, on my 
next contact with the caseworker she was 
discouraged and reported it was all off at 
the treatment center as they had “abso- 
lutely" refused to consider the case, unless 
the agency would agree to produce a foster 
family willing to undertake the process of 


being seen with the child throughout her 
treatment. Knowing the difficulties of the 
agency in obtaining any foster families, T 
shared the worker's discouragement about 
the probability of being able to produce one 
by the time of admission; on the other 
hand, I found it difficult to believe that the 
treatment center had made this an “abso- 
lute” condition of admission, and so sug- 
gested the worker see if this were perhaps 
a negotiable point. Back at the treatment 
center all was gloom and I was told that the 
“lousy” agency had done it again, that they 
made promises they never kept, and in gen- 
eral acted in an incompetent and unprofes- 
sional way. A little investigation revealed 
that early in its history, when all the most 
difficult children had been referred to the 
treatment center, the center had had many 
problems in working with the agency in 
finding foster homes and had then found 
the homes provided by the agency to be 
grossly unsatisfactory. I pointed out that 
the problem had been some time ago, that 
the agency was quite aware of its deficits 
in dealing with foster care, and that they 
were trying desperately to remedy the situ- 
ation. When I suggested that the treatment 
center staff might in fact aid the agency in 
its selection of the particular family needed 
for the treatment situation by providing 
consultation, I was told that foster home 
finding was the agency's job and that they 
should do it. I responded that the agency 
had only one part-time foster home co- 
ordinator who supervised two half-time un- 
trained workers in finding and training all 
the foster parents for the agency, which then - 
had approximately 350 children in foster | 
care and many waiting for placement. On. 
further discussion the intake worker agreed 
that perhaps the center's demand was un- 
reasonable, and that they might agree to 
help the agency look for an appropriate - 
family while the child's treatment was in | 
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progres. "The last of the major skirmishes 
in this encounter occurred when the intake 
process was actually underway. The case- 
worker complained that the treatment cen- 
ter was invoking a long-standing rule by 
insisting that treatment cases would only 
be seen if they came equipped with intact 
. families, and was doing so in violation of 
the court order ordering separation of the 
child from her parents. It turned out that 
the treatment center had, indeed, seen the 
parents, but had done so for a limited num- 
ber of visits and with the express purpose of 
helping the parents work through the sep- 
aration, and then of enlisting their support 
for the forthcoming foster placement. 

The nice ending to this saga is that this 
school phobic child was indeed an appro- 
priate referral to the treatment center, 
which provided a most successful treatment 
situation. Perhaps of more widespread 
value, however, was the fact that the center 
welcomed the child's caseworker into the 
ongoing treatment proces, and subse- 
quently the center staff became so en- 
thusiastic about the idea of setting up a 
project to develop "treatment" foster fam- 
ilies that they set up a joint committee to 
study the problem with the Department of 
Public Assistance. 


Coordinated Care: A Consultant's 
Function? 


Because the psychiatrist is often engaged 
in the process of finding a disposition for 
the patient, his knowledge of referral re- 
sources is often an important portion of 
his contribution as a consultant. Just how 
the consultant chooses to use this knowledge 
may become a crucial factor in the agency's 
relation to other referral agencies. If, for 
example, in referring to a medical facility 
the consultant neglects the usual medical 
courtesy of writing a formal referral note, 
the agency worker may find herself sub- 
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jected to the kind of professional medical 
snobbery which often impairs cooperative 
approaches to the patient undertaken by 
medical and nonmedical facilities. In the 
instance cited, I think I neglected this task 
partly because I was so identified with the 
clinic, where I had received the bulk of my | 
training experience, that it never occurred 
to me that clinic personnel might not 
manage the referral in a way I, with my 
additional experience at the agency, would 
have found appropriate. Had I made a 
written referral, the personality difficulties 
which led the receptionist to muddy the 
situation might have been less important in 
distorting the communication. Finally, a 
note would have allowed the resident grace- 
fully to get off the hook of assuming that 
he, the medical person, needed to take sole 
therapeutic responsibility for the client. 
While each of the professions has elab- 
orated methods by which patients or clients 
are transferred or referred from one profes- 
sional to another, social agencies have been 
somewhat slower in evolving such an ethical 
code. 'This lack becomes especially crucial 
when one of the agencies involved is a 
medical facility, or when the clients have 
so many problems that of necessity they 
must deal with more than one agency. A 
doctor referring a patient to another phy- 
sician expects that he will continue to be 
the primary physician, and that the patient 
will be referred back to him for continuing 
care. This ethical practice serves to pro- 
vide consistency in patient care. This pat- 
tern is not necessarily followed by agencies 
where referral seems more often a process 
by which the agency divests itself of re- 
sponsibility for the patient. Medical facili- 
ties, in particular compound this by 
assuming that once they are involved they 
must perforce become primarily responsible 
for the patient, often to the exclusion of 
the referring agency. The end results are 
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At the end of the project year... 
almost half the ex-patients were 
filling a normal role in the com- 
munity ... 

CEE 


families. Most of the ex-patients (95 per- 
cent) had been hospitalized about a year 
for serious schizophrenic illness. Phase 1 
of the program, 314 months in duration, 
was structured to provide group counseling 
and limited activity experience for the par- 
ents and ex-patients separately. Phase 2, 
lasting 4 months, consisted of separate coun- 
seling meetings but joint activity meetings. 
Phase 3, 314 months, combined the ex-pa- 
tient and family groups in joint counseling 
sessions and joint activities, 


Group Counseling 


Initially, group counseling sessions 
touched on problems related to post-hospi- 
tal adjustment and prepared the parents 
and young adults for the joint activities that 
were to follow. Both the ex-patients and 
their parents expressed feelings and prob- 
lems affected by internal emotional difficul- 
ties and external realities in the areas of 
vocation, education, and socialization. Dur- 
ing these sessions, both groups demon- 
strated resistance to joint activities. The 
young people showed displacement of 
blame onto and hostility and anger toward 
their parents. The parents expressed dis- 
appointment in their children because of 
their inability to adjust as well as the 
parents would have liked. Though the ex- 
change of feelings, the participants were 
able to share experiences in their own 
groups, identify problems, and begin efforts 
at constructive thinking. After a few 
months, resistance to activities subsided and 
the patient-parent relationship improved. 
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They had begun to help themselves and 
each other, perhaps without even realizing 
it. 


Activity-Oriented Groups 


The activity program introduced the pa- . 
tient to the self-help process and provided 
a setting within which the patients could 
function freely. The atmosphere was one 
of mutual support with emphasis on inten- 
sive verbal and activity interaction. The 
traditional program in which the patient 
and group interact verbally and use the so- 
cial worker or other group leader as the 
helping person was abandoned. Staff efforts 
placed importance on the patient himself, 
to help him draw on his own resources and 
strengths and to reach out to others and 
help them by virtue of his own experience. 
The activity was the agent for this process. 

The activities used progressed from the 
more passive to the more active, conco- 
mitant with greater self-involvement. Dur- 
ing the first phase of the program, the ac- 
tivities were highly structured and planned 
largely by staff. The main purpose was to 
acquaint the families with the activities 
available. The next step was to involve the 
ex-patients and their parents more directly 
in the planning and implementation of 
these activities. A program-planning com- 
mittee comprised of patients and parents 
became an important force in motivating 
the participants toward activity-based ses- 
sions. 

Formed in an early stage of the project, 
the program-planning committee gradually 
assumed an increasing amount of responsi- 
bility. Initially this committee functioned 
and planned with the help of a profes- 
sional social worker whose responsibility 
was to interpret policy, set limits, and sup- 
port and help the committee members to 
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Self-help in aftercare 


plan realistically for the entire project. 
The professional staff member gradually 
moved away from the group, attending ses- 
sions but increasingly delegating the leader- 
ship role to the participants. As a result, 
the group members began to develop work- 
ing relationships, to exercise self-help, and 
to reach out to help others. The ultimate 
goal was to develop a self-functioning group 
with staff available for consultation. 
Towey et al. advise that "it is meaning- 
ful to make a dichotomy between the two 
major methods of working with groups, 
those that are activity-oriented and those 
that are psychodynamically oriented—so- 
cial group work and group psychotherapy." * 
However, our experience suggests that in- 
dividuals in an activity-oriented group can 
and do change in attitudes and behavior 
through experimental learning and partici- 
pation in activities, Such changes may be 
attributed to the opportunity given to the 
members to exercise their perfor- 


Individual and Family Counseling 


Families or individual family members 
were also seen by the worker outside the 
group setting. The families may request 
additional help or the worker may suggest 
family counseling, depending on the nature 
and severity of the problem brought to the 
group. These are usually multiproblem 
families with more than one disturbed mem- 
ber. The treatment is generally short term, 
ut its length is determined by need. 

Home visits were used for diagnosis and 
treatment purposes. Every family is visited 
at least once by the worker. The visits, US- 
ually including a meal with the family, 
have received a favorable response from 
the families. "They view the visits as an 
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indication that the worker is willing to 
reach out to them. In their own environ- 
ment the family is more relaxed and open 
about their problems. "Whereas in an in- 
stitutional setting the families tend to stress 
their weaknesses and inadequacies, in the 
home their strengths and positive elements 
come through much more strongly and 
clearly. 


Vocational Counseling 


The development of vocational and edu- 
cational counseling was indicated as a 
result of prior experience with young dis- 
charged patients. We recognized the in- 
ability of the young discharged mental pa- 
tient to become integrated in a vocational 
or educational setting and that this might 
bring about his deterioration and eventual 
rehospitalization. 

The vocational counselor had to have 
a thorough knowledge of the entire young 
adult population in the project and was re- 
sponsible for following up each individual 
and assisting in his progress. This was 
done through interviews with individuals 
in the project, communication with voca- 
tional and rehabilitation centers, and a con- 
stant ongoing follow-up of each patient. 
When a member lost his job or left a re- 
habilitation center, his plans were discussed 
and evaluated. The areas explored in- 
cluded: (1) clarification and identification 
of the difficulties that brought about the 
problem; (2) reevaluation of the member's 
status and. goals; and (3) change to a more 
suitable job or workshop or change in the 
vocational area. 

The vocational counselor, in cooperation 
with the group member’s social worker, 
made an intensive evaluation in order to 
reassess his needs and potential, including 
individual assets and liabilities, work moti- 
vation, and interests that might possibly 
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affect his performance. After completing 
the evaluation, the counselor met with the 
ex-patient to explore the possibility of 
matching his strengths with his vocational 
goals. 


Crisis Intervention 


With the establishment of a better and 
more meaningful relationship between the 
project population and the staff, the many 
interpersonal difficulties and problems in 
the families became more evident. Many 
individual and interpersonal problems that 
occurred during this period were brought 
to group meetings and individual staff mem- 
bers. The staff were alert to many of these 
difficulties and in many instances were able 
to recognize the development of crises that 
were potentially threatening to the physical 
and emotional stability of the family. 

Crisis intervention does not appply only 
to problems within the family. The ado- 
lescent's choice of vocation and training 
and his ability to hold a job are central to 
the rehabilitative process. Inability to con- 
tinue in a training program or the loss of 

(a job are crises for the ex-patient. The 
joint efforts of the worker and the voca- 
tional counselor are utilized either to pre- 
vent such a crisis or the help the ex-patient 
to continue to move despite a setback. 


Preliminary Results 


It is difficult to assess the therapeutic 
advantages of a specific form of therapy 
when several different but related treat- 
ment modalities are in use simultaneously. 
However, case notes and staff ratings of 
the ex-patients' status-role adjustment do 
throw some light on how the program is 
progressing. 

In accordance with the project design, 
a panel composed of the social worker, 
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research director, associate research work 
and vocational counselor made an evalu; 
tion and assessment of each ex-patient 
progress. These included ratings made 
the beginning and end of the year to eval- 
uate the ex-patient's status-role adjustment 
in the areas of work, school, and peer a 
family relationships. For practical pur; 
poses, work and school adjustment were 
combined into one rating scale. In all, there 
are five five-point rating scales-adjustment 
in terms of work or school performance, 
relationships with peers of own sex, rela: 
tionships with peers of opposite sex, com- 
munication between ex-patient and family, 
and status-role adjustment in family. Two 
independent joint sets of ratings were made 
on the five scales, one at the beginning and | 
the other at the end of the year. Table 1 
presents the percentages of ex-patients who 
were rated as having improved, not havi 
changed substantially, or having worseni 
in their adjustment in the five areas: 

Interestingly, according to the ratif 
shown in Table 1 the greatest amou 
improvement throughout the year occ 
in relationships with peers of.ex-patien! 
of their own sex, followed by relàtionshi 
with the opposite sex and with the fami 
Taken overall, slightly more than onesthird 
of the group showed substantial” imp 
ment in adjustment, slightly more than one 
half maintained their position throughout 
the year, and only eight percent lost. 
ground. In view of the fact that these are 
seriously disturbed young people who at 
the beginning of the project had just been 
released from a psychiatric hospital after 
an average stay of one year, it is remark: 
able that the vast majority maintained or 
improved during their first year out of the 
hospital. 

One interesting question is the relation- 
ship of level of adjustment to degree of - 
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who are functioning relatively better tend 
to improve more than those whose level 
of functioning is worse? That question 
can be answered postively: level and 
amount of positive change are correlated 
(see Table 2). 


TABLE 2 


Rela Honship of Level of Adjustment 
to Amount of Change 


— 
e&e Amount of Change 


t Level of 


"Adjustment High Middle Low 
UgHighh ue 9 bin 2 
” Midde © 4 7 3 

1 4 9 


At the end of the project year (June 1968), 
the 42 ex-patients were occupied as follows: 
full-time job 17; school 3; workshop 14; 
doing nothing or unemployed 6; hospital- 
ized 2. Thus, almost half the ex-patients 
were filling a normal role in the community 
in the sense that they were successfully 
working or attending school, one-third were 
in special settings such as workshops, and 
| only one-fifth were not functioning voca- 
tionally. 
Vol. 55, No. 4, October 1971 
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TABLE 1 
Changes in Status-Role Adjustment of Ex-patients During the 
Project Year (percentage) 
Peers- 
Changes in Rating Work- Peers Oppo- Family Com- Family 
Scale Value School Own Sex siteSex munication Adjustment Average 
Positive change 26 52 40 24 40 36.4 
No change 57 43 60 69 50 55.8 
Negative change 17 5 0 7 10 7.8 
positive change. In other words, do those The Self-Help Component 


Riessman describes the self-help com- 
ponent as a therapeutic aid when he points 
out that “people giving help are profiting 
from their role.” 8 In the Hillside Hospital- 
Educational Alliance Family Project, self- 
help is a reciprocal process: under profes- 
sional guidance, patient helps patient. 
Elements of the patient's psychological 
structure are utilized through self-help 
activities to promote emotional stability 
and growth through increased ego strength. 
Katz emphasizes this factor, noting that 
“the element of action, of joining with 
others in activity on behalf of one’s own 
and mutual problems . . . can be a means of 
overcoming isolation, defeatism, and pas- 
sivity, and bringing about constructive 
personal ^ interpersonal ^ and group 
change." 2 

The service program utilizing the client 
system consists of the helping person and 
the client who work together in a milieu, 
whether an office or a group. The project 
described here shifts this milieu from the 
hospital to the community. This trans- 
fer of the milieu means not only a change 
in the locale of the therapeutic interaction, 
but also the introduction of new elements 
and therapeutic approaches. 
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Through the multiple family therapeutic 
process clients become involved to such 
an extent in the client system that they 
act not only as clients but also as helping 
persons. In counseling sessions this oc- 
curred through direct confrontation of 
other members and clarification or actual 
interpretation of behavior. In the activity 
groups, participation of the clients provided 
them with pleasurable experiences, an 
opportunity for self-assertiveness and self- 
discovery, and a sense of accomplishment, 
all of which promoted peer relationships. 
As a result of the attainment of greater ego 
strength, individuals were able to assume 
the role of task leaders and, by virtue of 


this, to attain a degree of status that in 
itself is a self-help component. 
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Donald G. Langsley, M.D. 


After the Crisis 


The experience of the Family Treatment Unit has been that effec- 
tive crisis intervention requires close liaison with community agencies. 
Since fifty percent of the 186 families treated by the Unit from 1961— 
1969 were in need of longer-term treatment, the continuing value of 
what was achieved in crisis treatment depended on the work of com- 


munity agencies. 


The referral process was just as important to the 


operation of the Unit as was the direct work with patients and families. 


There is increasing recognition that 
prompt and effective psychiatric interven- 
tion can prevent an acute psychiatric ill- 
ness from developing into a chronically 
disabling problem. This was the experience 
of the Family Treatment Unit which pro- 
vided crisis treatment to families of patients 
who were recommended for psychiatric 
hospitalization, but were treated on an out- 
patient basis.1? 

Follow-up interviews with patients and 
families, however, have shown that crisis 
intervention has had little effect on long- 
term patterns of individual and family be- 
havior. 

The presenting problems usually had 
antecedents long before the onset of the 
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present crisis. Many of the patients and 
families were saddled with a variety of 
long-term problems—vocational, financial, 
child care, marital—which would not re- 
spond to crisis intervention. 

The purpose of this paper is to present 
some observations and impressions about 
the post-crisis intervention with one hun- 
dred and eighty six families of the Family 
Treatment Unit during 1964 through 1969. 


Contact with Community Resources 


A large number of patients were referred 
for emergency psychiatric service by a va- 
riety of community resources, such as wel- 
fare departments, ministers and family phy- 
sicians. ‘The community resource often 
provided the Family Treatment Unit with 
valuable diagnostic and treatment informa- 


tion. 


Mrs. Kelly had been accompanied to 
the hospital by her juvenile ig offi- 
cer, who had known her for several 
years and had a good relationship 
the patient. Mrs. Kelly had a eos his- 
tory of foster home placements and sex- 
nal promiscuity. Recently, she had been 
473 
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icked up by the police for shoplifting. 
en brought before the judge, Mrs. 
Kelly claimed that she had wanted to 
injure her infant child. Thereupon, 
the judge referred her to the hospital 
for psychiatric evaluation. Based on 
information from the parole officer and 
office and home visits with the Kelly 
family, it was obvious that the claim of 
wanting to injure the child was a manip- 
ulative gesture by Mrs. Kelly to avoid 
facing the charge of shoplifting. This 
information was passed on to the court 
and the juvenile parole officer who now 
had a better understanding of Mrs. Kelly. 


As a result of this immediate involvement 
with the referring agencies, the Unit be- 
came aware of the Caretaker Crisis; in 
which there has been no significant change 
in the life situation of the patient, but the 
agency becomes unnecessarily anxious and 
alarmed about the patient and makes a re- 
ferral for hospitalization, Usually, it was 
found that the practitioner or agency was 
experiencing difficulty in treating the pa- 
tient. 


Mrs. Moon was seen in the Adult Out- 
patient Clinic by a psychiatrist who felt 
very uncomfortable and dissatisfied with 
her because of little progress in the 
therapy. There was a series of broken 
appointments. When Mrs. Moon de- 
cided to resume therapy, the psychiatrist 
did not schedule her for several weeks. 
Mrs. Moon was depressed and wanted 
to be seen quickly and the psychiatrist 
referred her to the Emergency Room 
where hospitalization was recommended. 
After the Family Treatment Unit spoke 
with her and the psychiatrist, it was ap- 
parent that though she was depressed 
because of recent marital problems, the 
difficulty of getting an appointment with 
the therapist was the most immediate 
problem. This was not only an example 
of a Caretaker Crisis, but an illustration 
of how information gained from the re- 
ferral source provided immediate entrée 
into handling the crisis. Thereupon, 
arrangements were made for Mrs. Moon 
to be treated by another clinic staff 


member. 
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In working with an insatiably demanding 
and hostile patient, the practitioner may 
despair and resist continuing the treatment 
contact. Rejection and isolation of the 
patient by the therapist may sometimes lead 
to referral for psychiatric hospitalization. 
In these situations, the therapeutic task of 
the Unit was not only to work with the 
patient, but quite closely with the referring 
agency. The contact with the previously 
involved practitioner and agency did more 


The problem in these cases 
stemmed more from each agency 
imposing its own distinctive treat- 
ment program on the family. 


than provide valuable information about 
the patient. It was also helpful in deter- 
mining whether or not the patient could 
return to the referring agency following 
completion of the crisis intervention. 
Sometimes the referring source was so 
frustrated with the patient that the situa- 
tion was irretrievable. It was then neces- 
sary to evaluate their experiences with the 
patient. This was crucial in deciding 
whether to refer the patient elsewhere and 
what kind of referral should be made. 


Mrs. George was referred by a private 
mental health clinic for hospitalization 
because of depression and thoughts of 
killing her child. The referring agency 
had been seeing Mr. and Mrs. George 
for about a year and was frustrated over 
the poor progress made with the couple. 
Following the crisis intervention, it was 
apparent that the Georges’ needed con- 
tinuing marital counseling. The refer- 
ring agency felt very hopeless about the 
situation and did not care to be involved 
in any future treatment. To have in- 
sisted that they continue treatment would 
have been disastrous to all. Instead, 
the couple was referred to a private 
marriage counselor. 
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After the crises 


Often a host of agencies were involved 
with a family with very little communica- 
tion and coordination among these different 
agencies. The problem in these cases 
stemmed more from each agency imposing 
its own distinctive treatment program on 
the family. This not only confused families, 
but even permitted manipulation of agen- 
cies. Multi-problem families are very ap- 
pealing because they are susceptible to 
many problems and appear so helpless. 
The tendency is for the community to take 
over completely the operation of these 
families, negating whatever strength may 
lie within them for growth and self-help. 

Community agencies and practitioners 
unfamiliar with handling the acutely dis- 
turbed person may become unduly fright- 
ened and refer too hastily for psychiatric 
hospitalization. This only serves to inten- 
sify the person’s problems and to label him 
“mental patient.” The major task in these 
situations is not so much with the patient, 
but to allay the concerns of the referring 
source. Many psychotic breakdowns are 
self-limited periods of psychological decom- 
pensation. If individuals could be sup- 
ported through their periods of acute upset, 
many patients could avoid the circuit of 
psychiatric hospitalization. 


Considerations in Referral 


Once the Family Treatment Unit com- 
pleted the crisis intervention and the pa- 
tient had been restored to a pre-crisis level 
of functioning, an assessment was then made 
which focused on the following questions: 
(1) What were the indications in the pa- 
tient's and family's situation for and against 
continuing treatment and service with a 
community resource? (2) Where in the com- 
munity should the referral be made? (3) 
How should an effective referral be made? 
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(4) What was the continuing responsibility 
of the Family Treatment Unit to the patient 
and the referral resource? 

Referrals that were meant to deal with 
long-term patterns of family interaction 
had to be carefully considered. Some fami- 
lies have been hurt further by interefering 
with certain chronic patterns of interaction. 
Certain deviant family balances are best 
left alone. 


Mr. Peters, thirty five, had a history of 
five psychiatric hospitalizations and con- 
sistent unemployment during the past 
seven years. Mrs, Peters was very satis- 
fied with her husband’s poor function- 
ing. She was receiving training as a 
licensed practical nurse under a Federal 
plan which by rh sew her as head of 
the household. Following treatment for 
a crisis, the Family Treatment Unit re- 
ferred Mr. Peters to a_work-training 

rogram through the Department of 
Vocational Rehabilitation. Mrs. Peters, 
in turn, became depressed as her hus. 
band's attitude toward work improved, 
Mrs. Peters then began to do poorly in 
her own training program. She threat- 
ened to break up the marriage and at- 
tempted suicide. Finally, after putting 
much pressure on her husband, he quit 
his vocational rehabilitation program. 
Mrs. Peters’ depression lifted and she 
did better in her training program. The 
couple's marital balance was based on 
Mr. Peters’ occasional psychiatric hos- 

italizations and home-bound role, while 

rs. Peters worked to support the 
family. 


After having developed an understanding 
of a patient's background and personality, 
the Family Treatment Unit decided that a 
referral for some patients would encourage 
further regression and dependency. These 
are the "professional patients" who make a 
career of trying to understand their psyche 
and feel they cannot function responsibly 


until they have done so. 


Mr. Ames, thirty three, had a very poor 
work history, shifting from one job to 


Community agencies were very 
relieved when the treatment re- 
sponsibility was shared for the 
patient during times of future 
crises. 


another and was now requesting a voca- 
tional training program and additional 
outpatient pi A oa Previously, 
Mr. Ames had had a year and a half of 
outpatient psychotherapy with no sub- 
stantial change in his behavior. He 
blamed his failure to function on his 
hatred of his father who had never given 
him the necessary emotional support 
through the growing-up years. The 
Family Treatment Unit felt that to refer 
Mr. Ames for vocational and psychother- 
apy services would only delay his func- 
tioning since he Radi the necessary 
intellect, experience and ability to do 
sales work. 


There were patients who were in need 
of continuing treatment but at termination 
of the crisis intervention, they did not want 
to follow through with any referral. In a 
few instances, when the patients came back 
to the Family Treatment Unit for help with 
a subsequent crisis, however, they appeared 
more disposed to accept a referral. 


Mr. Temple was treated for depression 
after making a serious suicide attempt. 
He had many long-standing psychologi- 
cal problems which were affecting his 
job performance and marriage. Regu- 
lar outpatient psychotherapy treatment 
was felt to be advantageous. However, 
he did not accept a referral initially 
since he wanted to handle these matters 
on his own. After returning to the 
Family Treatment Unit several times be- 
cause of subsequent episodes of depres- 
sion, he then accepted a referral for 
psychotherapy. 


In general, the Family Treatment Unit 
had found that whenever it was necessary 
to get “pushy” with a patient or family 
about referral, then the referral would not 
“take”. Though not disposed to accepting 
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a referral initially, the patient would be 
willing to accept it later on. Referral, 
therefore, was a mutual process between the 
crisis team and the patient. 


Referral Process 


The referral should usually be a live 
process and not a mere formality such as 
writing a letter or giving a name and ad- 
dress to the patient. The Family Treatment 
Unit tried to make the referral more work- 
able and vital through extensive prelimi- 
nary work with the community agency and 
practitioner. The Unit also made itself 
available to the resource for continuing 
consultation in any future crisis with the 
patient. This created an ongoing working 
relationship wherein community resources 
felt more comfortable about difficult and 
anxiety provoking psychiatric patients. In 
making a referral, the Unit learned to be 
very careful not to dictate the kind of treat- 
ment needed by the patient and family. 
Community resources can be overwhelmed 
and resistant to accepting patients when 
treatment goals are imposed on them. 
Sometimes, despite the Unit’s best efforts 
at referral, the patient came back dissatis- 
fied. Possibly the wrong referral was made, 
but on further exploration it was found 
that the patient was unable to separate 
from the Unit. During crisis treatment, 
the Unit and the patients established in- 
tense relationships which both parties were 
reluctant to relinquish once the crisis in- 
tervention was over. When this happened, 
the Unit attempted to work through the 
feeling associated with the separation prob- 
lem and strongly encouraged the patient to 
return to the community agency. 

The Family Treatment Unit was avail- 
able for further consultation and expedi- 
tious rehandling of referred patients. Com- 
munity agencies were very relieved when 
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After the crises 


the treatment responsibility was shared for 
the patient during times of future crisis. 
Traditionally, there has been a dichotomy 
between the crisis intervention and ongoing 
contact. Once a referral has been made, 
emergency treatment units often break off 
contact. The Units continuing availabil- 
ity set up an immediate rapport, and com- 
munity agencies were more prone to ac- 
cept psychiatric cases. 

Through this close relationship with com- 
munity agencies, the Unit became aware 
of the encouragement needed by agencies’ 
staff personnel to work with demanding 
psychiatric patients and families. On occa- 
sion, the resource would become very frus- 
trated and were unable to continue their 
services. "These patients would again come 
to our atention when they appeared in the 
Emergency Room seeking psychiatric hos- 
pitalization. However, if the Unit's rela- 
tionship with the community agency was 
close, the resource would contact us when 
beginning to experience difficulty with the 
patient. Finally, once a referral was made, 
the Unit learned not to expect the other 
agency to carry the patient and family in- 
definitely. "When the community agency 
had attained its goals with the patient and 
family, they appropriately discharged them. 


Results of Referral 


The Family Treatment Unit referred 
about fifty percent of the patients and fami- 
lies to a variety of community resources 
with varying success, Public Health Nurses 
were particularly effective with patients 
needing continuing supervision of their 
medication and other medical problems. 
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Through regular home visits, the nurses 
also helped families with problems of house- 
hold management and child care. They 
appropriately reinvolved the Family Treat- 
ment Unit whenever they encountered 
unmanageable subsequent crises with the 
families. Patients with serious employment 
problems because of emotional and social 
impairment and lack of marketable work 
skills were, in many situations, helped by 
Vocational Rehabilitation services. Of all 
the community resources however, it seemed 
that private physicians and community 
mental health clinics were the most difficult 
to work with in coordinating efforts with 
the patient and the family. What customar- 
ily happened was that the patient and 
family went several times and discontinued. 
These continuing resources thought that 
they had done all that they could and the pa- 
tient and family were no longer motivated 
for treatment. They did not inform the 
Family Treatment Unit as to the outcome 
with the patient and the family. The 
theme of the clinic and the private phy- 
sician was "you are my patient and I will 
stay with you as long as you are motivated 
and cooperative—when you stop coming 
to see me, my responsibility ends.” 
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Jack Zusman, M.D. 


Evaluating the Quality of Mental Health 
Services: Criteria for Rapid 


Informal Judgement 


The author describes simplified criteria for evaluating a mental 
health service. This includes checking such items as: continuity of care; 
responsiveness to consumers; public accountability; quality and cost con- 
trol; mechanisms for innovation; long term planning; service to clearly 
defined communities; organizational structure; ease of patient entrance 
and exit; range of services; types of staff; evenness of staff quality; ad- 
ministration and soundness of budget. 


Demands for health services and for the 
time of health professionals are becoming 
too great and the cost of meeting such de- 
mands is rising too rapidily for those con- 
cerned with policy and fiscal decisions to 
go on as they have in the past. Public de- 
mand is changing from one for more services 
to one for more efficient, more effective, 
and better services. Many mental health 
service agencies themselves are undertak- 
ing major reorganizational steps in order 
to improve the quality of service and to 
attempt to meet the public desire. 

Before improvement can become a reality, 
there must be generally agreed upon 
standards for which an agency can aim. 
Some means must be developed to deter- 
mine which services are efficient, effective, 
and worthy of further support and which 
ones deserve to be closed or at least seriously 
modified. A previous paper has discussed 
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methods of evaluating service quality and 
has proposed several strategies for doing 
quality evaluations. Those strategies pro- 
posed all have the disadvantage, however, 
that of requiring extensive preparation and 
a staff of specialists to carry them out. 
Therefore, they are likely to be used only 
in selected situations, 

Yet, informal but meaningful judgements 
of clinical service quality are necessary and 
in fact are performed all of the time by 
every mental health professional without 
the use of any tools beyond eyes and ears. 
Whether it be, for example, in order to de- 
cide where to refer a patient or whether or 
nor to take a new job, the clinician must be 
ready to assess if a particular service is the 
one with which he or his patient ought to 
be associated. 

There is a great need for a less formal and 
more rapid way of judging quality that 
goes beyond such a completely informal, 
unsystematic clinical approach. What is 
needed is a system which an average, well 
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trained clinician could carry out in making 
a one or two day visit to a facility. Such 
a method would not involve the use of ex- 
perts or complicated forms and would not 
disrupt the work of the clinical service. It 
would use quality standards so clear and 
so specific that little training beyond that 
provided in the usual mental health pro- 
fessional training programs would be 
needed. 

The present paper is an attempt to de- 
scribe a system which can be used in 
making an informal but systematic qual- 
ity judgement of a community mental 
health service. The approach described 
here owes much to the requirements de- 
veloped by the National Institute of 
Mental Health for community mental 
health center grants? In specifying five 
essential services and providing certain 
other standards, the NIMH has in effect 
developed a set of quality criteria which 
can be used both to judge an existing 
service and to provide the outline for de- 
veloping new ones. However, NIMH 
criteria are not complete because they em- 
phasize formal organization while neglect- 
ing the patient experiences and staff activ- 
ities which are the heart of any community 
mental health service. It is very possible 
for an agency to have the five essential 
services and other services as well and still 
not provide good community mental 
health services. On the other hand, many 
organizations which do not formally have 
the five essential services are providing 
good community mental health services. 

The recently revised standards of the 
American Psychiatric Association * are an- 
other example of an attempt to provide a 
framework for quality evaluation. These 
standards, too, emphasize formal elements 
rather than the process which takes place 
in the staff-patient-community interaction 
and from which the service comes. 
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Listed below are the clinical and organ- 
izational areas which ought to be examined 
in determining the quality of a community 
mental health service. Each area is briefly 
discussed and some key questions are men: 
tioned. Since the purpose here is to provide 
a systematic framework for a rapid, in- 
formal clinical judgement, the use of 
quantitative estimates has been deliber- 
ately avoided. The present system is de- 
signed for use by the busy clinician-admin- 
istrator who is not trained as a rater, who 
has no rating instruments available, and 
who is not interested in taking the time to 
improve his skills in this area because of the 
press of other duties. 

This scheme omits a number of areas 
which may be important in evaluating an 
agency. Some of the areas are omitted be- 
cause although traditionally they are given 
great weight, they do not seem particularly 
important for a community mental health 
service. The type, age and adequacy of 
buildings fall into this class as do the formal 
educational requirements for professional 
staff. 

Other areas are omitted because they are 
important but are so general in applicability 
and obyious they are not worth discussing 
in relation to mental health services alone. 
Examples of these include staff morale, 
staff to patient ratio, and quality of food 
service. 


— 
Public accountability means that 
decisions will be made with the 
public interest in mind and with 
the understanding that at some 
future point it will be necessary 
fo explain to public representa- 
tives exactly how decisions were 
arrived at. 
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"This scheme does not include any relative 
weighting of areas or any way of combining 
ratings for single areas into a global esti- 
mate. These are next steps which can be 
carried out only when further experience 
has accumulated. In order to carry out 
weighting or rating combinations, single 
ratings will have to be quantified and 
equivalent scales for each rating area will 
have to be developed—a formidable task. 

The basis for development of this scheme 
is clinical experience, discussion with col- 
leagues, and publications in the general 
field. 

The rating might best be carried out over 
a period of several hours or a day or two. 
The necessary information can be obtained 
through interviews with key administrators, 
with clinical personnel in direct contact 
with patients, with patients themselves and 
through examination of administrative and 
clinical records, Raters will develop their 
own styles of interviewing and methods 
of obtaining information. When possible, 
it is useful to compare evaluations of a 
single agency by the members of a group 
of raters in order to encourage development 
of uniform standards. 

A community mental health service 
agency is defined as one which proposes to 
take responsibility for the full range of 
mental health service needs of any defined 
group of persons. "This means the agency 
accepts an application for service from any 
member of the defined population and pro- 
vides the indicated service or arranges to 
have it provided. The population is de- 
fined by some characteristics unrelated to 
presence of illness (e.g. location of resi- 
dence, membership in a union, etc.). 


Factors to be Examined 


1. Continuity of Care 


This means that ideally the patient 
is treated by the same clinician or clin- 
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ical team throughout all stages of his 
illness regardless of a change in treat- 
ment approach or intensity. It also 
means that once the patient is dis- 
charged, if he should return, he will 
again be seen by the same clinical team. 

In agencies where a patient sees a new 
physician upon each readmission or 
visit, some continuity is provided if 
the previous clinical record is available. 
If a patient is transferred from one 
facility to another, some continuity 
exists if there is a regular working re- 
lationship and exchange of clinical in- 
formation between the two facilities 
involved. 

Continuity of care may be best ex- 
amined by using clinical records to 
follow patients through the admissions 
and treatment process. Questions such 
as how many times does the patient 
have an “initial” examination; what 
happens when the nature or severity of 
the patient's illness changes; and what 
happens upon readmission will be use- 
ful in examining this area. 


2. Consumer Responsiveness 


This involves the ability of the 
service agency to make changes in re- 
sponse to valid complaints, requests, 
and needs of individual consumers as 
well as community groups and interested 
citizens. 

'The presence or absence of a formal 
mechanism to receive complaints can 
be determined by asking questions such 
as how a patient's complaint is regis- 
tered; what followup there is in regard 
to patient complaints; what organized 
liaison there is with community repre- 
sentatives; who represents the com- 
munity in planning and evaluating the 
activities of the agency; and how are 
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presumed community representatives 
such as a board of trustees in touch with 
or chosen by "the community" (mem- 
bers of the groups eligible to or likely 
to use the agency). 


8. Public Accountability 


This means that those in charge of 
the service agency are responsible to, 
and in some way answerable to, repre- 
sentatives of the public. Although 
closely related to consumer responsive- 
ness, this is not exactly the same. Public 
accountability means that decisions 
will be made with the public interest 
in mind and with the understanding that 
at some future point it will be neces- 
sary to explain to public representa- 
tives exactly how decisions were ar- 
rived at. Administrative records and 
bases of administrative decisions must 
be open to public examination. In a 
system of complete accountability, there 
must be some way for the public to ex- 
press its disapproval of the policies or 
actions of the administrator. 

Where there is no public accounta- 
bility, it is only too easy for administra- 
tors to make decisions based on the 
interest of other groups though the ad- 
ministrators intentions may be very 
good. For example, a decision to close 
off admission in an overloaded clinic 
is certainly in the interest of those 
patients already in treatment since it 
insures that they will have a high level 
of professional attention. It is not in 
the interest of those on the waiting list 
or those out in the community who will 
require service and not be able to re- 
ceive it. An administrator considering 
closing off intake ought to be required 
to take the public interest as well as the 
interests of his patients into account and 
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ought to have to explain the decision 
which he eventually arrives at, Public 
accountability does not necessarily mean 
that all decisions will automatically cor- 
respond with public desire. For example, 
an administrator may finally determine 
to close off intake because he feels that 
to lower the quality of service provided 
to his patient group may destroy the 
usefulness of his clinic. This is a pro- 
fessional decision and one not properly 
made by a lay group. However, the lay 
group representing the public is owed 
an explanation and the opportunity to 
propose alternative solutions. 

Although an agency administrator is 
accountable to the public, it should be 
kept in mind that there is a longstand- 
ing and perhaps sacred medical tradi- 
tion that the individual clinician is 
accountable only to his patient. There- 
fore, public accountability does not 
mean that treatment of individual 
patients will be done with the public 
interest in mind nor that individual 
patient records will be open to exam- 
ination. 

The formal and informal agency 
structure ought to include a method of 
reporting to public representatives. 


4. Quality and Cost Control 


A properly functioning community 
mental health service must be constantly 
aware of the kind of job it is doing and 
the resources which it is expending to 
do the job, A good service will have 
methods of routinely monitoring quality 
and cost and all staff involved will re- 
ceive regular reports so that they can 
adjust their activities. There will be a 
well delineated system of incentives and 
a clearly stated set of agency objectives 
so that professionals will know exactly 
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to what end their efforts should be 
aimed. The traditional goal to “get 
the patient better" will not be sufficient 
since it is often not possible when aim- 
ing at this goal to know when the 
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nization of the agency evolve to carry 
out its goals. This calls for regular and 
systematic consideration of the types of 
facilities and staff which are needed, 
the feasibility of obtaining such facilities 


..- responsibility is to the entire community of persons eligible 


for service... 


patient is better enough or when treat- 
ment should be stopped. In some agen- 
cies, it has been possible to specify goals 
such as relief of particular symptoms or 
maintenance of a job for a stated period 
of time. 


5. Mechanisms of Innovation 


As more comes to be known about 
treatment processes and about a par- 
ticular community, it is necessary to 
modify services in response to increasing 
knowledge. However, one of the in- 
herent qualities of bureaucracy is stabil- 
ity and resistance to change. "Therefore, 
specific mechanisms are needed which 
will nurture innovations and provide 
the opportunity for them to be eval- 
uated. A good service will have mech- 
anisms by which suggestions from either 
patients or staff can receive an examina- 
tion and where indicated, a trial. 

In order to judge the existence of such 
mechanisms, such questions may be used 
as how are new ideas or problems com- 
municated to the decision makers; how 
are mistakes recognized; and what is the 
procedure for trying an innovation once 
the decision is made. 


6. Long Term Planning 


There should be some mechanism 
through which the structure and orga- 


and staff, and the means through which 
financial support and necessary trained 
personnel will be attracted and held. 
Consideration must also be given to the 
effects projected changes in the commu- 
nity being served and to charige in other 
agencies in the community which relate 
to the mental health service agency. 
Indications that active planning is 
being carried on will be an awareness 
by top level staff of answers to the fol- 
lowing questions: What is the present 
need in the community for mental 
health services? What are the projec- 
tions of need for succeeding years? How 
can these needs be met? What kinds of 
resources and staff will be necessary to 
carry out the plan? Where will these 
resources and staff come from? What 
kinds of data are presently available 
about the community? What kinds of 
additional data are going to be 
gathered? What other agencies are ac- 
tively planning in the community? 


7.A Defined Community 


A key element of a community mental 
health service is that it relates to a 
clearly defined community. Such a com- 
munity may be defined by geography, 
such as a mental health center catch- 
ment area; by special social status, such 
as membership in a prepaid health plan; 
or conceivably by age or physical con- 
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dition, such as over 65 or pregnant 
women. The essential factor is that re- 
sponsibility is to the entire community 
of persons eligible for service rather than 
to the group of patients alone. 

By contrast, traditional service de- 
fines its responsibilities in the latter way, 
eg. to schizophrenics or couples with 
marital problems or moderately ill neu- 
rotics, etc. In such a case, the decision 
whether or not an individual is eligible 
for service is a professional one and is 
completely up to the agency with no op- 
portunity for the rejected individual to 
question the judgment of the profes- 
sional, It becomes possible for agencies 
to reject undesirable patients or to re- 
strict the size of the caseload unfairly. 

The presence of a defined community 
will easily be ascertained by examining 
the criteria for admission to service in 
the agency. These criteria must be ones 
which are present before an individual 
becomes ill and which do not involve 
professional judgments. 


8. Organizational Structure 

Ordinarily a mental health service 
agency will be subdivided into two or 
more treatment teams or units. The 
decision regarding which patients will 
go to which unit may be based on sev- 
eral factors, The traditional approach 
is to assign a specialty to each unit and 
refer patients according to which unit 
specializes in the patient's problem. 


E ttt 
The motto of an effective com- 
munity mental health service 
might be simply put as "easy 
come, easy go". 


Since a community mental health ser- 
vice agency has responsibility far beyond 
treating patients during periods of acute 
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illness, its organization must be designed 
to facilitate its own work in the com- 
munity as well as its work with other 
community agencies. The most helpful 
agency arrangement for this is sub- 
division into units along community 
lines with each unit serving one part of 
the community. Patients coming from 
a particular geographic area are referred 
to the proper unit regardless of diagno- 
sis or stage of illness. If this type of 
organization is used, when the patient 
is admitted the unit already has close 
relationships with the other agencies 
which have been established to serve 
his geographic area, such as schools, 
police, social services, health, and hos- 
pitals. Referrals and communication 
are simplified considerably. Moreover, 
as long as a patient's residence remains 
the same, he remains the responsibility 
of the same unit regardless of change of 
severity of illness or age. 

The type of organization which an 
agency has can be easily ascertained from 
examining its table of organization and 
its methods of referring patients to 
units. 


9. Patient Entrance and Exit 


The motto of an effective community 
mental health service might be simply 
put as “easy come, easy go”. This is be- 
cause effective service can be best pro- 
vided when patients are admitted in the 
midst of crisis as soon as they request ser- 
vice and treatment then begins immedi- 
ately. Once the crisis is resolved, it is 
important for the patient and the staff 
to end service simply but with the un- 
derstanding that the patient may return 
whenever he needs to. Free flow of pa- 
tients encourages a large number of 
available places for emergency patients 
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and focuses the attention of the mental 
health services agency on crisis inter- 
vention and rapid treatment where ser- 
vice can be effective and discourages 
blocking agency rolls with chronic pa- 
tients. 

As a result of its treatment approach, 
the community mental health service 
generally will not attempt any sort of 
personality reconstruction or intensive 
long term therapy. Such treatment may 
be available for a small number of care- 
fully selected patients but with the rec- 
ognition that most patients who come 
for service neither are interested in nor 
responsive to such forms of treatment. 

In evaluating admission policies, it is 
important to consider not only those 
patients who formally apply for admis- 
sion, but those who make peripheral 
contact with the agency by calling or 
stopping in supposedly to just ask for 
information. If many of these go no 
further, there may well be some factor 
discouraging applications. 

Evaluation of admission and discharge 
practices of an agency may be carried 
out by examining the length of time 
it takes from a patient's initial inquiry 
to the beginning of treatment. The 
average length of treatment can be de- 
termined and the readiness to make a 
decision to discharge a patient or to 
respond to a request from a patient for 
termination of treatment can be es- 
timated. A good index of the ease of 
discharge is the spontaneous dropout 
rate. A service which discharges its 
patients easily should not have many 
dropouts since it will be easy for a pa- 
tient to bring up the question of termi- 
nation and, therefore, termination can 
occur by mutual agreement. 
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10. Range of Services 


The "five essential services" described 
by the National Institute of Mental 
Health provide a minimum which every 
community mental health service ought 
to have, or make arrangements to have, 
(inpatient, outpatient, partial hospitali- 
zation, 24-hour emergency service, and 
consultation and education) In addi- 
tion, several different types of consul- 
tants ought to be available including 
child, family, and group therapists, 
mental health educators, neurologists, 
and other medical specialists, clinical 
psychologists, public health nursing or 
another type of home visiting service, 
and vocational rehabilitation. There 
ought also to be some flexibility in 
agency organization so that new types of 
services and facilities can be supported 
financially if their need becomes clear. 


11. Types of Staff 


An effective agency will have a broad 
range of staff in terms of profession, level 
of training and professional develop- 
ment, age, life and career experience, 
and social background. In addition to 
the typical mental health professions, a 
modern agency needs to employ or have 
available the services of a good number 
of other types of specialists including 
vocational counselors, public health 
nurses, medical specialists, health educa- 
tors, administration and organization 
specialists, operations research specialists 
(even for those agenies not particularly 
interested in research), and non-profes- 
sionals who are intimately acquainted 
with and part of the community being 
served. The professionals ought to 
range in age and experience from un- 
dergraduate students to senior consul- 
tants who are in semi-retirement. The 
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combination of the fresh approaches 
and enthusiasm of youth with the ex- 
perience and stability of age can provide 
an innovative yet stable agency. An 
agency with such a range of roles for 
personnel has a built-in career ladder 
since it makes possible a progression 
from beginner to very experienced 
senior worker without having to leave 
the agency. 

The characteristics of a staff may sim- 
ply be evaluated by examining a staff 
roster and asking for detailed informa- 
tion about background, ages, and train- 
ing of the staff members. 


12, Evenness of Staff Quality 


An agency subdivided so as to serve 
all of its communities equally will gen- 
erally need to spread its good people 
through all units. All units ought to 
have a range of quality in staff. It is 
necessary to make this somewhat obvi- 
ous point because in the past many 
agencies have developed a tradition of 
having an elite staff group within the 
agency. This group might have been 
devoted to particular agency interests 
such as research, or to especially difficult 
or unusual patients. The result of such 
a type of organization is that the best 
people are removed from other parts of 
the agency to the elite group as soon 
as their outstanding qualities are noted. 
This tends to lower morale and lower 
the effectiveness of the other parts of 
the agency. 

Staff distribution can be evaluated by 
comparing a table of organization with 
a staff roster which includes information 
on training and experience. The pres- 
ence of any sort of specialized unit must 
be questioned to determine whether or 
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not it is an elite unit, or, if not, what 
its function is. 


13. Administration 


The administrators of a community 
mental health service agency must have 
clearly stated goals. Yet these goals must 
be flexible enough to change in response 
to requests by the community. There 
must be a clear succession of leadership 
so that in the absence of the top ad- 
ministrator, others are ready to step in. 
If there is not a formal limit to the 
tenure of the administrator, the admin- 
istrator at least ought to be the type 
of person who could if he wished, obtain 
a similar or better job in another agency, 
thus opening the way for those beneath 
him to advance. There must be fre- 
quent and open communication be- 
tween the administrator and his staff 
and the administrator and his patients. 
The administrator's goals must relate 
not only to service to the community and 
patients, but also to staff development 
and morale. The administrator himself 
must possess some charismatic quality so 
that he can act as an inspiration for his 
staff and a good representative to the com- 
munity The professional background 
of an administrator is certainly not a 
major issue for a community mental 
health service agency and there has been 
considerable discussion about whether 
the top administrator even need be a 
clinician. In the areas where the ad- 
ministrator is weak, he must be willing 
to use expert consultants to make up for 
his gaps and he must recognize his areas 
of weakness. 

The agency administration may prob- 
ably best be quickly evaluated through 
informal conversations with the admin- 
istrator as well as with other staff mem- 
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bers. The agency ought to have a regu- 
lar policy of staff development so that 
each employee is being prepared to take 
on increasing responsibility. There 
should be a table of organization which 
includes a statement of the responsibili- 
ties of each position. There should be a 
mechanism for regular consideration of 
the need for organizational changes and 
a mechanism for preserving stability. 


Budget 


Even the best agency cannot function 
satisfactorily when its budget changes 
unpredictably from year to year and 
when staff never know for how long 
their jobs are going to last. This unfor- 
tunate situation may be the case when 
large amounts of the agency budget 
depend on "soft" money, such as re- 
search or service grants, Lack of com- 
munity support is also a factor which 
will lead to instability in the budget. 

Aspects of the budget may be ex- 
amined by looking at published budgets 
Íor several past years, discussing the 
sources of support and considering the 
type of review which the budget receives 
outside of the agency. It may be useful 
also to talk with the local government 
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budget officer who has primary respon. 

sibility for reviewing the agency budget. 
Conclusion 

Rapid informal evaluation of the service 


quality in an agency is an essential skill 
for most mental health professionals and 


other persons who must choose among ^ 


agency programs for one purpose or another. 
At present evaluations are often done but 
in an unsystematic manner in which the 
criteria are unspecifiable. What is proposed 
here is the establishment of a set of criteria 
which can be used for comparisons and can 
be continuously refined and made more 
specific. The criteria listed are applicable 
to community mental health services but 
the approach is needed and can be used 
in regard to all forms of health services. 
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Who Employs the Mentally 
Restored and Why? 


_ This study attempted to examine and identify common characteris- 
tics among employers who knowingly hire the mentally restored. In- 


formation was gathered from twenty 


organizations in which 28 


emotionally restored persons were employed. On the whole, employers 
agreed that they had hired such people because it made good business 
sense, and they were satisfied with the work done by the former 


patients. 


Description of the Study 


The research effort described in this 
paper included twenty-eight emotionally 
restored persons who gained employment 
with twenty organizations in metropolitan 
Atlanta, Georgia. Information included in 
this paper was obtained primarily from 
the twenty employers who were the sub- 
jects of the study. 

All emotional rehabilitants had been 
employed two years or less at the time of 
the study. Consequently, employers of the 
mentally restored had not had the oppor- 
tunity to observe their mentally restored 
employees over a long period of time. 
While this limitation was significant, it was 
not felt that the time period was so short as 
to invalidate the study. 

Because of the wide diversity and varying 
degrees of emotional disorders represented 
in the group, no effort was made to group 
them into categories of emotional illness. 


Dr. Burden is Assistant Professor of Management, 
Georgia State University, 38 Gilmer Street, S.E. 
Atlanta, Georgia 30303. 

A version of this paper appeared i 
Economic Review. 


n the Atlanta 
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All rehabilitants included in the study 
had received treatment from a single 
Georgia mental institution. This partic- 
ular institution did not accept all appli- 
cants for admission, but instead selected 
certain applicants. The institution se- 
lected certain applicants because it not 
only served as a treatment center, but also 
as a teaching and research center. 

All employers included in this study 
knowingly hired emotional rehabilitants 
and were willing to share their ideas about 
this practice with the researcher. 


Characteristics of the Organizations 


Emotional rehabilitants included in the 
study generally found employment in very 
small firms (fifty or less employees) or 
else in moderately large organizations (up 
to 5,000 employees). Six organizations €m- 
ployed from 1 to 50 persons, one employed 
between 51 and 500, two employed be- 
tween 501 and 1,000, nine employed from 
1,000 to 5,000 persons and two employed 


more than 5,000. 
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... fourteen organizations indicated they would consider hiring 


another emotional rehabilitant . . . 


Over one-half of the organizations were 
apparently well established, having been 
in operation for fifty or more years. Five 
of the organizations, however, had been 
in existence ten years or les. One had 
been established between 11 and 20 years, 
three between 21 and 50, eight between 51 
and 100, and three for more than 100 
years. 

No particularly revealing information 
emerged from the examination of size and 
age of the organizations, with the one 
exception noted about size. With respect 
to the types of organizations, however, some 
interesting facts were produced. 

The twenty organizations employing re- 
habilitants might be broken into three 
groups: federal agencies, hospitals and pri- 
vate industry. 

There were five federal agencies (two 
military, three civilian) employing rehabil- 
itants. All of the rehabilitants were civil- 
ians. All of the governmental agencies 
were moderately large or large organiza- 
tions (at least 1,000 or more employees.) 

There were six moderately large hospi- 
tals that employed rehabilitants. Nine 
business firms hired rehabilitants. Six of 
these nine firms employed fifty or less per- 
sons. Most of the private firms were of a 
non-manufacturing nature. 

Summarizing, over one-half (eleven) of 
the organizations were non-profit. Appar- 
ently, emotional rehabilitants found em- 
ployment more readily in non-profit or- 

ganizations or else in small private firms, 
usually engaged in  non-manufacturing 


work. 


Rehabilitants 


The emotional rehabilitants included in) 
the study tended to be young (twenty of 
twenty-eight persons were under forty years 
of age), were predominantly female (nine | 
teen out of twenty-eight), and most were | 
or had been married (twenty-two of twen: 
eight). Twenty of the twenty-eight had one | 
or more children, and twenty-two of the 
twenty-eight held “white-collar” jobs. These 
characteristics may partially reflect the 


in determining which of the applicants will 
receive treatment. 

The fact that most of the emotional 
rehabilitants were women might partly ac 
count for most rehabilitants finding employ- 
ment in non-manufacturing organizations. 


turing firms within the metropolitan area. 
that employ large numbers of women, 


manufacturing organizations as sources of 
employment, or it may be that the rehabil- 


manufacturing firms. On the other hand, 
perhaps the manufacturers as a group are. 
less willing to employ emotional rehabili-- 
tants. 1 


Employers’ Attitudes and Practices 


Less than one-half of the organizatiot 
had definitely established written polici 
concerning employment of emotionally rt 
stored persons. In the other organization. 
no recorded policy existed. In other w 
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in these organizations there was no con- 
crete evidence that employers had pre- 
determined special guide lines for emo- 
tional rehabilitants. 


Employer "Fears" 


Emotional rehabilitants found most em- 
ployers with certain apprehensions about 
them, and in some cases a reluctance to 
even consider hiring a rehabilitant. Fears 
of the employers about rehabilitants were 
many and varied, but the most frequently 
expressed fears were that the rehabilitant 
would be “a slow worker,” “a worker un- 
interested in his job," or "he would find 
the job too demanding.” Roughly one- 
half of the organizations indicated that at 
least some of their fears had been borne 
out by fact. 

These work adjustment problems ap- 
parently were not too serious, however, 
because fourteen organizations indicated 
they would consider hiring another emo- 
tional rehabilitant, and no employer stated 
definitely that he would not consider em- 
ployment of another rehabilitant. Also 
lending weight to the evidence that the 
rehabilitant work adjustment problems 
had not been of great consequence was 
the favorable work evaluations of rehabil- 
itants by most employers.* | Still another 
indication that there were not too many 
serious work adjustment problems for re- 
habilitants was the consensus by nineteen 
of twenty employers that they would at- 
tempt to place the rehabilitant on another 
job if his own job became obsolete. These 
findings give weight to the evidence that 
emotional rehabilitants are competitive 
with the general worker population in 
job performance. 


* Complete tables are available from the author 
upon request. 
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Labor Market Views of Employers 


Twelve of the twenty employers felt it 
had become easier in the past few years for 
an emotional rehabilitant to get a job in 
their particular organization, Six of the 
organizations said the "tight" market (ad- 
ditional labor relatively unavailable) of 
the late 1960's did bring about a more 
liberal hiring attitude, Thirteen organiza- 
tions said that a “tight” labor market had 
no influence in the organizations hiring of 
the rehabilitant, and one employer said 
he "just didn't know." 


EE 
Most of the organizations felt 
that they were taking into con- 
sideration sound "economic" rea- 
sons before employment of a 
rehabilitant. 


The conclusion seems to point towards 
a greater acceptance of emotional rehabil- 
itants by employers, partly because of a 
scarce labor supply and partly for other 
reasons. Seeking to discover the other rea- 
sons, the researcher was told by one em- 
ployer (paraphrased), “I’m hardnosed, but 
Tve come to realize in the past few years 
these people can do the job if we give them 
the chance. . . . Anyway, we owe them a 
chance to try.” Employers were unable to 
clearly state “other reasons” for greater 
employer acceptance of emotional rehabili- 
tants, Generally, they seemed to imply that 
people “felt” more tolerant of persons who 
suffered emotional illnesses than they did 


five or ten years ago. 


“Social” or “Economic” Hiring 


An attempt was made to establish whether 


employers were hiring emotional rehabili- 
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tants primarily for “social” or for "'eco- 
nomic" reasons. Economic reasons were 
described as those in which the employer 
believed the rehabilitant would probably 
make a good worker and contribute to the 
accomplishment of the goals of orga- 
nization. Social reasons were described as 
those in which the employer believed his 
moral and proper professional behavior 
should include hiring emotionally restored 
persons so that they might have the op- 
portunity to earn a living. 

Most organizations (seventeen) said that 
economic reasons figured into their em- 
ployment of the rehabilitant. Eight said 
that economics was the primary reason for 
employment of the rehabilitant, and nine 
stated that both economic and social rea- 
sons figured in the hiring of the rehabili- 
tant. 'These nine felt the two purposes 
could not always be clearly separated. Only 
three organizations said they had hired a 
rehabilitant primarily for social reasons. 

On the other hand, in response to the 
question "Do you feel that employers have 
a social obligation to help disadvantaged 
persons?" sixteen employers replied “Yes.” 

Such responses make firm conclusions 
difficult about "social" and "economic" mo- 
tivations on the part of employers. Perhaps 
the only valid conclusion about these em- 
ployers is, while most of them felt there 
were "social obligations" to help disad- 
vantaged persons, this help should not 
necessarily be in the form of employment. 
Most of the organizations felt that they 
were taking into consideration sound “eco- 
nomic" reasons before employment of a 
rehabilitant. 


Employers Evaluations of Rehabilitants’ 
Performances 


Most (twenty) rehabilitants had not re- 
ceived promotions, but it should be taken 
into consideration that all had been em- 
ployed less than two years. Eight rehabili- 
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tants had received one or more promotions, 
with one person receiving four within the 
two year period. 

Notwithstanding the fact that rehabili- 
tants were considered by some employers to 
occasionally disrupt or hinder production, 
the majority (15) were rated as good 
employees. 1 

A fairly high percentage (50 percent) of | 
rehabilitants had left their initial employ- | 
ment at the time of the study. Of the 
fourteen who had left their jobs, however, 
only five or six left under somewhat nega- 
tive or possibly negative (from the employ- 
ers’ viewpoints) conditions. Two employ- 
ers gave the rehabilitants’ reasons for | 
departure as “resigned,” with no additional | 
comment. One employer said he did not 
know why his two rehabilitants left, and 
no records were available to reveal why 
they might have left. One employer said 
the rehabilitant working for him left “be- 
cause of frequent absenteeism due to his 
illness," and one employer said the rehabil- 
itant in his employ left because he was 
holding a seasonal, temporary job. 

If the reticence on the part of these em- 
ployers is interpreted as a reluctance to ' 
talk because of a bad or poor experience 
with the rehabilitant, then the assumption | 
might be made that these five or six re- 
habilitants left under negative circum- 
stances. Definite conclusions could not be | 
formed, however, unless these employers 
were more willing to elaborate on condi- 
tions of departure of rehabilitants. 

An attempt was made to establish pat- 
terns or trends relating the size and type 
of organization with the employer's evalua- 
tion of the rehabilitant. A similar at- | 
tempt was made to establish trends or 
patterns relating the size and type of or- 
ganization to whether or not the rehabili- | 
tant was still employed by the organization. 
The purpose of trying to establish these 
relationships was to seek a crude predictor 
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about the possible work success of the re- 
habilitant based on the type and size of 
the organizations with which he accepted 
employment. 
No patterns or trends emerged, with one 
possible exception. Five of eight emotional 
, rehabilitants originally employed by small 
^ organizations (fifty or less employees) were 
no longer with the small organizations at 
the time of the study. First appearance in- 
dicated that rehabilitants might not be mak- 
ing successful work adjustments within 
small organizations. Examination of rea- 
sons given by employers for the rehabili- 
tants' departures which varied from absen- 
teeism to finding another job, established 
no common theme or similar reasons for 
departure. In summary, the only concrete 
conclusion emerging from the analysis was 
that a high percentage (62.5 percent) of 
emotional rehabilitants sustained short em- 
ployment spans after initially taking jobs 
with small private organizations. 


Co-Worker and Union Attitudes, as Per- 
ceived by Employers 


Most employers (sixteen) did not reveal 
to the emotional rehabilitant’s co-workers 
that a rehabilitant was on the job. Gen- 
erally, the researcher observed that most 
employers considered it “nobody's business" 
that some particular employee was an emo- 
tional rehabilitant. 

Most of the organizations included in the 
study were not unionized. Five organiza- 
tions had emotionally restored persons 
working in positions that were “union 
jobs,” that is, positions in which the job- 
holder belonged to a union. Four of the five 
unionized organizations were federal gov- 
ernment agencies, and the fifth organiza- 
tion was a construction firm. 

Apparently, in each of the five cases union 
Officials were aware that emotionally re- 
Stored persons were or could be employed, 
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even though they did not know specifically 
who those persons might be. 

According to employer interpretations 
of the union positions, there was no re- 
sistance on the part of the unions towards 
employment of emotionally restored per- 
sons. 'There was, in fact, a favorable re- 
sponse on the part of three unions towards 
the employment practice of hiring rehabili- 
tants, and one union took an active role in 
encouraging employment of rehabilitants. 


Conclusions 


This study may add more fuel to the 
flame of controversy burning among social 
scientists, therapists, counselors, managers, 
and other concerned persons about the 
following three positions: 

l. an emotional rehabilitant usually is 
capable of competing in the labor 
market successfully; 

2. an emotional rehabilitant usually is 
not capable of competing in the labor 
market successfully; 

3. generalizations cannot be made con- 
cerning emotional rehabilitants' at- 
tempts to compete in the labor market. 


While the study is only one piece of evi- 
dence, it does partly support positions one 
and three. The study reveals that a num- 
ber of emotional rehabilitants are compet- 
ing in certain segments of the labor market 
with some apparent success. Because of 
the size of the study and other limitations, 
one might take the position that no gen- 
eralizations can be made from the study: 
each emotional rehabilitant is an individ- 
ual case that must be considered independ- 
ently. The study does seem to contradict 
position two, that is, emotional rehabili- 
tants usually cannot successfully compete 
in the labor market. The number of re- 
habilitants holding their jobs and receiving 
good or fair ratings from employers ap- 
parently serves to deny such a position, 


Martin Gittelman, Ph.D. 


James Cleeman, M.D. 


Serum Magnesium Differences: | 
Further Evidence for Discontinuity 
Between Adult and Childhood | 


Previous study has shown that plasma magnesium levels in adult 
schizophrenic patients are 20 percent higher than in controls. This 
study failed to find such differences between normal and schizophrenic 
children. The results are interpreted as further evidence for a discon- 
tinuity between adult and childhood schizophrenia. 


In recent years there has been an inten- 
sive search for biochemical causes of men- 
tal illness,1° stimulated by an awareness that 
a number of diseases involving enzyme dis- 
orders are associated with mental deficiency 
and, at times, with severe behavioral dis- 
turbance, 

The possibility that some forms of mental 
illness might be due to abnormalities in the 
production of magnesium has been sug- 
gested by the fact that it is a known de- 
pressor of the central nervous system and 
is involved in several enzymatic processes, 
including the synthesis of acetylcholine? 

Studies 3. 8 ? have shown that marked al- 
terations in behavior and personality accom- 
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surance Plan of Greater New York, 89-14 168th 
St, Jamaica, N.Y. 11432, and Associate Professor at 
the New York School of Psychiatry. Dr. Cleeman is 
a resident in medicine, New York Hospital. 
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Schizophrenia | 


pany abnormal serum magnesium levels. © 
Hypomagnesemia is associated with states }) 
of hyperexcitability, whereas raised mag- 
nesium levels have a sedative, depressant —| 
and, even in sufficient concentration, anes- | 
thetic and respiratory paralysant effects. | 
Cade, who discovered the use of lithium in | 
the treatment of manic behavior, has 
found! that serum magnesium levels in 
schizophrenic adult patients are about 20. 
percent higher than in non-schizophrenic. 
controls. Gittelman and Birch * in studying - 
children diagnosed as schizophrenic have 
observed in the early developmental records | 


The authors wish to express their gratitude to Dr | 
Joseph B. Cramer, Director of Child Psychiatry, 
Albert Einstein College of Medicine, and Drs. 
Richard Feinberg, Sherwood Waldron and Alfred: 
Stanley for their assistance in obtaining the chil 
dren used in the study. Appreciation is also ex- 
tended to Dr. Seymour Steinmetz and Robert f 


Kandell for their help in obtaining serum samples. 
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Discontinuity between adult and childhood schizophrenia 


of these children a high prevelance of dis- 
orders potentially associated with magne- 
sium imbalance. Reports of failure to 
thrive, habitual vomiting, malabsorption 
syndromes and seizures, suggested that mag- 
nesium imbalance might have been an asso- 
ciated disturbance in these children. The 
present study was undertaken to determine 
whether magnesium level in psychotic chil- 
dren differed from that of non-psychotic 
children. 


Method 


Subjects were 59 inpatient children, 33 
of whom had been diagnosed as schizo- 
'The control group consisted of 
26 children who were being treated for a 
variety of conditions, presumably unrelated 
to magnesium imbalance (elective surgery, 
fractures, etc.) and who did not manifest 
overt psychiatric disturbance. The sample 
ranged from 3 to 15 years, and as shown in 
Table 1, the experimental $s and controls 
did not differ significantly in age. 


Procedure 


Five cc of blood were drawn by veni- 
puncture from each of the Ss and serum sep- 
arated from cells by centrifugation. Serum 
samples were then processed through a 
Perkin-Elmer atomic absorption spectro- 
photometer to determine magnesium level. 
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Results 


As is shown in Table 1, the mean serum 
magnesium level of the experimental and 
control groups did not differ significantly. 

Moreover, as is shown in Table 2, when 
the groups were divided into yearly age 
groups no significant difference was found 
between the experimental and control 
groups at any age. Nor was any significant 
difference found among the values for dif- 
ferent ranges within each group. 


Discussion 

In contrast to the finding of differences 
between adult schizophrenics and controls, 
children diagnosed as schizophrenic do not 
differ from normal children with respect to 
serum magnesium levels. How can this 
difference between the adult and child 
groups be explained? The most parsimo- 
nious explanation is that childhood schizo- 
phrenia is not the same disorder as adult 
schizophrenia. This assumption is sup- 
ported by studies * 5 9 7 which have shown 
that adult schizophrenics differ from child 
schizophrenics with regard to sex ratio," 
genetic concordance,” prognosis,’ the high 
prevalence of neurologic impairment and 
paranatal complications * * and mental re- 
tardation.? Such continued demonstration 


TABLE 1 
Comparison of Serum Magnesium Level in Schizophrenic and 
Normal Children 
Experimental Control 
(Mean age—8.26 years) (Mean age—8.13 years) 
N=33 N=26 

Mean Serum 
Magnesium 
Level (MEq/L) 1.76 MEq/L. 1.73 MEq/L. 
S.D. 12 17 
Range of Values 148-219 


1.52-2.10 
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TABLE 2 
Serum Magnesium Levels in Psychotic and Normal Children 
at Various Age Levels 
Experimental Control 
Age 
(Years) N Mean (MEq/L) Range N Mean (MEq/L) Range 
3-4 0 = 2 1.72 1.65-1.78 
4-5 1 1.71 — 2 1.77 1.48-2.05 
5-6 3 1.77 1.63-1.86 5 1.81 1.65-1.95 
6-7 0 = 2 1.81 1.76-1.86 
7-8 14 1.78 1.52-2.10 2 1.71 1.69-1.73 
8-9 4 1.78 1.67-1.88 2 1.62 1.56-1.67 
9-10 7 1.74 1.58-1.97 3 1.77 1.48-2.19 
10-11 4 1.68 1.58-1.75 1 1.75 — 
11-12 0 E 1 1.63 — 
12-18 0 z 3 1.65 1.60-1.69 
13-14 0 = 2 1.77 1.67-1.86 
14-15 0 = 1 1.61 — 


of differences among these groups should 
militate against the use of adult psychiatric 
terminology, such as schizophrenia, with 
these children. In the absence of evidence 
for a continuity between childhood and 
adult schizophrenia these clinical groups 
should be researched as separate syndromes 
with disparate etiologies, course and be- 
havioral manifestations. 
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Peter Sifneos, M.D. 


Patients? Views on Relocation 


The author discusses the reactions of some psychiatric patients to — 
urban renewal. On the basis of what was learned from the patients, 
group seminars were set up with the care takers to help them deal with 
the effects of relocation on their clients. 


Urban renewal required that the popula- 
tion of the West End of Boston be relocated 
between the years 1957-1962 to "newer" 
and “superior” housing facilities in “better” 
areas of the city and its suburbs. 

Seventeen patients were interviewed by 
the author in the Psychiatric Clinic of the 
Massachusetts General Hospital—the hos- 
pital which served the population of that 
section of the city—in an effort to gather 
information about any emotional difficul- 
ties which had arisen as a result of the 
hazard of relocation. 

In addition, the author participated in 
two group seminars. One was composed 
of members of various community agencies 
serving the West End, such as the Salvation 
Army, various Family Agencies, and the 
Visiting Nurses Association. The second 
included volunteer workers for the Boston 
Relocation Authority. This paper will re- 
view the attitudes of these psychiatric pa- 
tients and their orientation for the past, 
which resulted in lack of communication 
with their care takers who were future ori- 
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ented. The ensuing difficulties and the 
possible ways to avoid such problems will 
be discussed briefly. 


Psychiatric Patients’ Views 


Nine patients at the time when they were 
seen were still living in the West End. One 
may summarize their opinions about relo- 
cation as follows: 

1) There was a predominant element of 
fear about leaving their own community 
and a need to preserve it, although they real- 
ized that it was being destroyed. Apprehen- 
sion was expressed about the new neighbor- 
hood into which they were moving, and 
their future neighbors. Although they 
realized that they would move into newer 
and better quarters, they seemed to fear the 
very idea of modern conveniences, which 
they contemplated with uneasiness. 

For example, a 45 year old housewife put 
it as follows: “My worker told me that the 
new apartment is much larger than my pres- 
ent one and had a new electric stove. 
That's exactly what worries me, doctor. All 
these new gadgets scare me. There is noth- 
ing wrong with my old gas stove. I am 
used to it and I know it is safe. With this 
one I may do something wrong and set the 
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house on fire. Anyway, I do not have any 
furniture to put into all these extra rooms." 

2) Anxiety was encountered often. Ev- 
erything about the future seemed threaten- 
ing. Although when asked specifically, the 
patients could not name what they feared, 
they refused to anticipate the future and 
tended to view it as a frightening, unknown 
prospect. With some individuals this atti- 
tude produced a state of paralysis charac- 
terized by inability to contemplate the new 
world in which they were about to enter. 


E. 
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followed by detailed reminiscences from 
their past life, which was described in ex- | 
aggerated or glowing terms. Certain pleas- 
ant memories or funny episodes were re- 
peated over and over, and their familiarity 
with the neighborhood was stressed. 

All the reminiscences about their past life 
were intimately connected with their mate- 
rial possessions, i.e. their house, or apart- 
ment building, and the West End as a 
whole. Several patients expressed the fear 
that once their building was destroyed, their 


These patients felt that they had been abandoned by every- 


8) In the majority of the patients there 
was an element of feeling retaliated against, 
discriminated, or punished for some un- 
known offense which they were hard pressed 
to discover. This aspect usually was talked 
about with considerable anger, and the peo- 
ple responsible for the relocation—and the 
politicians in particular—were constantly 
blamed. 

4) Complaints of helplessness were also 
heard. ‘These patients felt that they had 
been abandoned by everyone although they 
admitted that there were several care takers 
who were trying to help them. Generally, 
they appeared resigned to their fate. 

5) Great emphasis was placed on pre- 
senting their present living conditions as 
ideal. The West End was described as a 
nice place to live. They talked about it 
with pride and referred to it as the "United 
Nations of Boston" because various national 

groups lived in harmony with each other. 

6) The most common observation about 
these psychiatric patients was their preoccu- 
pation with the past. The typical pattern 
of their interviews had to do with the ex- 
pression of some of the feelings and com- 
plaints already described, but this was soon 


precious past life was going to disappear as 
well. 

7) It should be emphasized at this point 
that these observations already described ap- - 
plied to most of the patients seen, irrespec- 
tive of their diagnoses, or the severity of 
their psychiatric disorders. "Thus, the haz- 
ard of relocation had produced an emo- 
tional crisis which at first seemed to be 
handled more or less by similar methods, 
and psychological patterns of behavior. 
Difficulties started to appear on an individ- 
ual basis in four of the seventeen patients 
only when they failed to deal with their 


emotional crises. "Thus their problems be- a 


come intensified, and at such times, one 
heard sooner or later about the development 
of complaints such as depression and pho- - 
bias, which were clearly psychiatric symp- 
toms. One of the patients became progres- 
sively more agitated, developed paranoid 
ideas, and finally had to be admitted to a 
mental hospital. Another patient, although 
temporarily incapacitated by obsessive 
thoughts and tension headaches which in- — 
terfered with his ability to work was able 


to make the move to the suburbs, using as- | 


sistance from his relocation worker coupled 
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with psychotherapy. Following this he was 
able to adjust reasonably well to his new 
surroundings. 

At this point it may be appropriate to 
quote from one of my patients, a gifted ar- 
tist, who was in psychoanalysis with me dur- 
ing that time, and who still lived in the 
area. In one of his sessions he described 
his feelings about the West End as follows: 
“All those upper middle class people in the 
suburbs with their two car garages and 
clipped manicured lawns give me the creeps. 
I like my apartment. I like my locale even 
if it is called a slum. Those who want to 
find me, do find me when they want to 
visit me. It is a test of their friendship. 
The rent is reasonable for someone like me, 
a career artist, who has insecurities about 
money and uncertainties about a job. I 
fear having a lot of neighbors. In my pres- 
ent set up I am all alone. I can turn on my 
radio so loud when I listen to the opera, that 
the whole place vibrates, yet there is no one 
to complain. I love the privacy that I have 
now. As my studio is threatened, my 
whole foundation is threatened. Maybe 
that’s crazy, but that is the way I am. If 
Iam thrown out of my place I do not know 
what will happen to me. I can’t even imag- 
ine it. I do not know what I shall do.” 

From the eight patients who had already 
moved to materially superior facilities in 
other parts of the city or in the suburbs one 
heard essentially the same complaints. If 
anything, their descriptions of the West 
End was overidealized. Some patients de- 
fended its reputation with vehemence, re- 
sented its being referred to as a "slum". 

Two of these eight patients moved back 
to the West End,and were delighted by 
their decision. One settled in an area which 
was not scheduled to be demolished in the 
foreseeable future, and the other, a 55 year 
old woman with two daughters, moved back 
to her old apartment although she knew 
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that it was due to be destroyed very soon. 
In talking about all this she kept referring 
to the West End as a “mother” which had 
replaced her own mother, who had died a 
few years before—and to whom she was 
very attached. 


Views ofthe Care Takers 


As mentioned already, two seminars had 
been organized with members of the care 
taker agencies and relocation workers with 
the aim of helping them recognize early and 
try to understand the problems of their 
clients which might complicate or interfere 
with the smooth transition to their new 
neighborhood. 


—————— 
"| like my locale even if it is 


called a slum." 
Prov t eA aare SEO uua ap Micaela D 


Here is a summary of their attitudes: 

1) Most of these individuals described 
themselves as “realists” and they empha- 
sized constantly the importance of a “prac- 
tical” solution to their clients” problems. 
They could be described as “present” or 
“future” oriented. They showed sympathy 
for “real” situations where something tan- 
gible could be done and stressed the advan- 
tages offered by the new locations. 

2) They tended to want to discuss “prob- 
lem patients” or “problem families.” Con- 
siderable differences of opinion and disa- 
greements arose in the way in which various 
care takers saw their role in helping solve 
the problems of these patients. 

One case involved a middle-aged woman 
who lived alone, surrounded by an army of 
cats, had barricaded her door and resisted 
every effort to be moved although a huge 
bulldozer was parked next door ready to 
start demolishing the building where she 
lived. Spirited discussions about legal is- 
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sues, human rights, and so on, were cen- 
tered around her case. 
3) In contrast, the attitude of the care 
takers about individuals with minor emo- 
tional problems of the kind which have al- 
ready been discussed was one of irritation. 
Since they were constantly bombarded with 
complaints as well as endless criticisms about 
their role in relocating them, they tended 
to overemphasize the advantages of the new 
locations and superiority of the new facil- 
ities and criticize the West End. Thus, on 
several occasions there was complete break 
down of communication. Procrastination 
was met with obstinacy and paralysis was 
the result. 

During the seminars we reviewed the psy- 
chological reactions to loss and separation. 
We acknowledged that there were difficul- 
ties encountered by the care takers, and of- 
fered them consultation with all their cases. 
We did stress, however, that they should try 
to listen to certain complaints which they 
did not like to hear about, rather than in- 
terrupt their clients, and we encouraged 
them to pay attention to subtle innuendoes 
about what appeared at first glance to be 
mild emotional difficulties. 

The discussion of difficult and problem 
cases was de-emphasized as much as possible 
and a systematic effort was made to teach 
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the care takers how to prepare their clients 
to anticipate situations which were likely to 
create difficulties for them in the future. 

These fairly simple techniques which ev- 
ery therapist uses in supportive psychother- 
apy were utilized effectively by several care 
takers and soon started to serve their pur- 
pose. The attitudes began to change. The 
requests for individual consultation with 
the social worker who was attached to our 
project diminished. During the seminars 
we started to hear less and less about prob- 
lem cases, more and more about client-care 
taker relations, and few, if any, immediate 
requests for action. 


Conclusion 


Although psychiatric patients do not re- 
flect necessarily the difficulties of a popu- 
lation as a whole, they do point to certain 
subtle problems of universal significance. 
On the basis of what we learned from these 
psychiatric patients, we were able to set 
up group seminars with the care takers 
which helped them become better equipped 
to deal with the effects of the hazard of re- 
location. Not only they were able to pro- 
vide considerable comfort and help to their 
clients but also to avoid much misery for 
themselves. 
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Camille Orso Turner, B.A. 
George Spivack, Ph.D. 


Staff-Patient Interaction, Race and 
Patient Behavior on a Psychiatric Ward 


Practical nurses and attendants were encouraged to interact with. 


patients on a psychiatric ward. Another matched ward provided the 
control group. While staff interaction increased on the experimental 
ward as did patient interaction with other patients and staff, it became 
apparent that race was a factor in the interaction. All of the attendants 
and practical nurses were Negro. They interacted five times more 
frequently with Negro patients than with Caucasian patients. Negro 
patients, in turn, interacted among themselves three times more often 
than they did with Caucasian patients and four times more frequently 
than Caucasian patients interacted with one another. The authors 
suggest that clinical administrators should consider personal likes and 
dislikes and shared values and culture of patients and staff when 


initiating new programs. 


During the past two decades considerable 
evidence has accumulated supporting the 
contention that hospitalized psychiatric pa- 
tients are extremely responsive to their 
milieu.2.9,32 As a consequence, an in- 
creasing number of mental hospitals are 
abandoning the custodial approach to pa- 
tient care and are modeling their psychia- 
tric wards on the concept of the “therapeutic 
community”. Following this change have 
come discussion and research concerning 
both the impact of specific aspects of the 
ward milieu on patient behavior,* 1% 13 and 


the role of non-professional personnel in 
mental health programs on the ward.5:11,14,15 
The effects of staff-patient interaction have 
been examined in different contexts by 
Kaldeck,® Collarelli and Siegel? and Ells- 
worth,‘ and each has reported some positive 
impact on patient behavior resulting from 
interpersonal contact between patients and 
non-professional staff. 

This paper presents the results of a pro- 
gram designed to modify the traditional 
functions of the attendants and practical 
nurses on a psychiatric ward in a general 
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hospital. 'The goal of this program was 
to increase the frequency of social inter- 
action between these staff and the patients. 
It was hypothesized that an increase in 
interaction would result in a positive change 
in the ward behavior of the patisnts. The 
program was introduced six months prior 
to the present study. In a series of meetings, 
the new service chief informed the atten- 
dants and practical nurses that he wanted 
them to substantially increase the frequency 
of their interaction with the patients. For- 
merly, the attendants' function had been 
largely custodial, and the practical nurses 
had taken care of routine medical treat- 
ments under the supervision of the reg- 
istered nurses. The service chief requested 
that these staff get to know individual 
patients, and become familiar with their 
problems. He explained to them the thera- 
peutic value he believed would result from 
their interaction with the patients. In ad- 
dition to such verbal encouragement, the 
attendants and practical nurses were as- 
signed active roles in the group and milieu 
therapy sessions for the patients, and were 
included in case conferences and team 
meetings. To further facilitate their in- 
volvement with patients, the case history 
charts were made available to them. 
Although both patient and staff groups 
were racially mixed, the possible effect of 
this demographic fact upon patterns of in- 
teraction was not considered when the pro- 
gram was introduced. As will be shown 
later, failure to incorporate this phenome- 
non in the program design resulted in the 
restriction of the program to one racial 
group of patients. 


Method 


Subjects: Another psychiatric ward in 
the same hospital was used as a control. 
The two wards were similar in physical 


layout, number and types of personnel, ad. 
mission criteria and characteristics of the | 
patient population. The 112 patients o 


stay, medications and therapies received 
age, sex or racial composition of the two. 
wards. The average length of stay was six | 
weeks, and the average age 35. Although 

patients with all types of mental illness 
were accepted on both wards, during this 
study only the control ward had patients 

diagnosed as psychoneurotic. ‘These pa- | 
tients’ data were not included in the an: 4 
alyses reported below. On both wards all | 


practical nurses and attendants were Ne 


major difference between the two wa 
was the new program on the experiment 
ward, which stressed the involvement a 


an objective, time-sampling observa 
technique. Thirty-one behavior units wer 
derived from preliminary observations of 
patient ward behavior and from the 
tion Activity Index devised by Hunt 
Schooler and Spohn.? The ward beha 
units were tested and refined during @ 
pilot study. These units were used 
categorize readily observable, overt 
havior, and included such items. 
speaking; playing social games; awake 
inactive; sleeping; and walking. ! 
Procedure: Ward behavior was €v 
ated during 78 observation periods 
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three consecutive weeks. No observations 
were made during structured situations 
such as meals and ward meetings. The 
observer always started in the same location, 
and walked through the ward checking off 
the behavior categories of each person as 
she encountered him. 


Results 
Staff Behavior 


l. In order to determine whether the 
program was operating (i.e., the attendants 
and practical nurses had actually increased 
their interaction with patients), the number 
of contacts between these staff and patients 
on the experimental and control wards 
were compared. A chi-square test revealed 
that the difference between the two wards 
in attendant-patient and practical nurse- 
patient contacts was significant at the .05 
and .01 levels, respectively. The experi- 
mental ward staff interacted more often 
with patients than their control ward 
counterparts. 

2. Further examination revealed that the 
experimental ward staff interacted five 
times more frequently with Negro patients 
than with Caucasian patients. Even taking 
into consideration the slightly greater num- 
ber of Negro patients, a chi-square test 
indicated that this difference was significant 
at the .01 level. No such selective inter- 
action pattern was found on the control 
ward, 


Ward Behavior Measurement Technique 


1. A test of rater reliability revealed that 
the two observers agreed in their category 
assignments of behavior in 85 percent of 
280 randomly selected instances. 

2. Statistical tests of interrelationship 
Were carried. out between the behavior 
items. Rank order correlations and chi- 
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square tests clearly indicated that speaking, 
listening, social games/dancing, listening 
to the radio, and ward service each related 
positively to one another (at the .05 level 
or better), and each related negatively to 
being awake but inactive, and sleeping. 

3. A measure was devised combining the 
scores for these seven interrelated behavior 
items. This measure was judged as re- 
flecting the degree to which each patient 
was actively and positively involved in in- 
teractions with the ward social environ- 
ment. The measure was called the positive 
environmental interaction, or PEI, score, 
and attention was focused upon it in the 
subsequent analyses. 


Patient Behavior 


1. No significant relationships were 
found between PEI scores and age, sex, 
length of stay on the ward or medications 
received. Most patients diagnosed as 
psychoneurotic or personality disorder were 
found to have scores above the median PEI 
scores (i.e., more positive interaction). Since 
only one ward had neurotic patients, they 
were eliminated from subsequent compari- 
son between the two wards. 

2. Although the behavior scores of the 
experimental ward patients tended to be 
higher than those of the control ward 
patients, a median chi-square test revealed 
no statistically significant difference. 

3. Despite the absence of a significant 
difference between the patient behavior 
scores on the two wards, an examination 
of the relationship between the race of 
the patient and the PEI score revealed that 
on the experimental ward most Negro 
patients, but very few Caucasian patients, 
had scores above the median PEI score. 
A chi-square test revealed this difference 
to be significant at the .01 level. On the 
control ward however, race was not related 


to scores. 


Selective interaction on the basis of race was absent on the 


control ward. 
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4. Within the group of Negro patients 
on the experimental ward, all of those 
who had many staff contacts also had PEI 
scores above the median, while five out 
of six with few contacts had PEI scores 
below the median. A chi-square test re- 
vealed that this relationship was significant 
at the .01 level. This relationship was not 
found among the experimental ward Cauca- 
sian patients nor among either group on 
the control ward. 

5. Experimental ward Negro patients in- 
teracted among themselves three times more 
often than they did with Caucasian 
patients, and four times more frequently 
than Caucasian patients interacted with 
one another. Using a chi-square test this 
difference reached the .01 level of signific- 
ance. It was also found that the experi- 
mental ward Negro patients interacted 
among themselves twice as often as either 
group did on the control ward, and on the 
control ward there was no difference be- 
tween the frequency of Negro-Negro, 
Negro-Caucasian and Caucasian-Caucasian 
patient interaction. 


Discussion 


The data suggest that the increase in 
contact between the staff and the Negro 
patients caused the positive environmental 
interaction which is reflected in the higher 
PEI scores of the Negro patients, and the 
greater occurrence of social interactions 
among the Negro patients than among the 
Caucasian patients, or among those on the 
control ward. 

It appears that when the practical nurses, 
who were all Negro, were asked to become 
personally involved with patients and their 


TURNER AND SPIVACK 


problems, race became a critical factor in 
their choice of patients with whom they Jj 
became involved. They chose patients of | 
the same race—that is, Negro patients. | 

Selective interaction on the basis of race 
was absent on the control ward, probably 
as a result of the different function of the 
attendants and practical nurses on this | 
ward. Their relationships with the | 
patients were largely impersonal, as pre- 
sumably would have been the case on the 
experimental ward, had no change in pro- - 
gram been instituted. The control ward 
practical nurses’ contacts with the patients | 
were generally restricted to the delivery | 
of medications and medical treatments. The — 
attendants carried out a variety of tasks at. 
the request of the clinical staff. "These 
included taking patients off the ward to the 
medical clinics, helping patients who had 
difficulty performing basic tasks such as 
dressing or eating, restraining agitated .' 
patients, and some aspects of ward main- - 
tenance. Both the practical nurses and - 
attendants on the control ward had some 
free time during the day when there was 
no work for them to do. At these times - 
they usually sat in the hall or the nurses' 
station and chatted among themselves. 
Only occasionally did they engage in a con- 
versation or a card game with a patient. - 
Since their contacts with patients were 
task oriented, impersonal, and often at the 
request of a clinical staff member, it is not — 
surprising that race was not a determin- 
ant of interaction patterns on the control | 
ward. 

The results of this study support those - 
of earlier research which have suggested 
that social interaction between patients and 
staff can have a positive effect on patient 
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ward behavior. In addition, it has re- 
vealed that race, an infrequently considered 
variable, can play a definitive role in de- 
termining which patients the staff will 
choose to interact with on a personal level. 
It is not a big leap to suggest that the 
quality of interactions between staff and 
patient may also be affected by such a 
variable. Considering its importance in 
regulating patterns of interaction on a 
psychiatric ward, this variable must be con- 
sidered when any program requiring inter- 
action is being planned. 

The results also have a somewhat 
broader implication for ward clinical ad- 
ministrators interested in improving the 
quality of the treatment milieu. It is not 
enough to state a new social policy; and 
even creating program circumstances abet- 
ting the new policy (although necessary) 
may not be sufficient. Staff interaction 
with patients is not only influenced by pro- 
fessional role, but also by personal likes 
and dislikes, shared values and culture. 
These factors must be considered in hiring, 
inservice training, and in the social sup- 
ports staff may at times need to carry out 
their professional roles effectively. 
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Notes 


R. Hugh Burns, Th.M. 
Audrey McCullen, M.A. 


Emotional problems among children are 
often seen first by the teacher in the public 
school system. These teachers tend to refer 
the parents to a mental health facility 
for the behavior problem of the child, in- 
stead of working on the problem at the scene 
where it originates. In reviewing its case- 
load, the Mental Health Clinic of the 
Henry County Health Department found 
that almost one-half of its cases referred 
from other sources came from the public 
school system. Therefore, the clinic staff 
decided to make a survey of the kinds of 
classroom problems which teachers were 
experiencing. 

There were other reasons, also, which 
led to this survey of classroom problems. 
One reason was that parents were bringing 
their children to the clinic, even though not 
referred by the school system; they were 
concerned about their child’s academic per- 
formance in the school. Another reason for 
the survey was that the staff has a positive 
attitude toward a team approach to mental 
health problems, and would want to in- 
volve the teacher of the child who is being 
seen by the clinic. Another reason is the 


The Reverend Mr. Burns is Service Coordinator, 
Henry County Health Department, Stockbridge 
Auxiliary Health Center, P.O. Box 597, Stockbridge, 
Ga. 30281. Mrs. McCullen is Staff Psychologist with 
the DeKalb-Rockdale Training Center for the Men- 
tally Retarded, Scottdale, Georgia. 
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staff's belief that the most advantageous ' 
way of dealing with a problem behavior 
is at its point of origin. An educational 
motive behind the survey was to create a 
Breater awareness among teachers of the 
early signs of potential behavior problems - 
and hopefully to provide in-service training 
so that the teachers might be able to handle 
the problems, by use of techniques such as 
behavior modification. In order to do an 
educational in-service training with teach- 
ers, it would be necessary to know the pres- | 
ent methods which were being used by the - 
teachers to control the behavior problems, — 
With these motives in mind, the staff def 
vised a checklist, 


Methodology 


Using the suggestions of Dr. Christiansen, | 
in his article entitled “A Method of Iden- - 
tifying Maladjusted Children In The Class- 
room," MENTAL HYGIENE, Vol. 51, No. | 
4, in clinic cases dealing with classroom be- 
havior problems which were reviewed by j 
the staff, a checklist was devised to be filled 
out by county school teachers. E 

After the checklist was created, it was sent E: 
to Dr. Aubrey Daniels, Chief of Psychology 
Services of the Georgia Regional Hospital 
of Atlanta, who, made suggestions as to 
changes and added items to be scored 
the teachers. The revised checklist and 


MENTAL HYGIEN! 


à 


- d 


JJ 


: 


NOTES 


plan of survey was presented to the County 
Board of Education, who, after reviewing it, 
approved its use among the teachers. At a 
later date the checklist and the survey plan 
were presented to a meeting of the school 
principals of the county, who after review- 
ing it, also approved its use, and took the 
"responsibility for getting it completed and 
returned from the teachers.* 
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tion of the teachers’ responses, it is con- 
cluded that the 47 behavior problems which 
were listed on the checklist occurred 104.46 
times per day for any teacher. Therefore, 
a problem behavior occurred an average of 
2.22 times per day for any one teacher. 

A study of the teacher responses to this 
part of the checklist indicates that behav- 
iors of high incidence were the following: 


At present it seems that these academically nonrelated be- 
haviors have been noticed and hence reinforced... ; 


= SLLALLLLLLL LLLLULUGÉceéLODULLLGLLLAZUUUUZILUGELLLLLLLE!LILSELÉELILEGCLELU)OULáEXS 


Of the total of 282 teachers in the county 
School system, there were 165 checklists 
‘which were returned and were usable in 
the tabulation. Several checklists returned 
were not usuable because they were incor- 
rectly filled out. 


Results 


Tabulation of the individual parts of 
the checklist produced the following re- 
sults, with the notation that the number of 
checklists varied from part to part due to 
some incompletion by the teachers who 
filled them out. 

The first tabulation was done on the 
checklist main section entitled “Behaviors 
exhibited to the degree to warrant teacher 
attention and concern.” This consisted of 
47 statements to which the teacher re- 
sponded by indicating the number of times, 
if any, that particular behavior, as stated in 
the item, was exhibited in a day. At the 
end of that section of the checklist there 
Were five spaces available where teachers 
could -add other statements or items or 
types of behavior which we had not in- 
cluded in the checklist. From the tabula- 
a ee 
*A Copy of the checklist is available from the 
Authors upon request. 
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a. “Talks in class out of turn." (7.21 
times per day per any teacher); 

b.“Disturbs or distracts others." (5.01 
times per day per any teacher); 

c. “Short attention span.” (5.69 times per 
day any teacher); 

d.“Under achieving in school.” (5.52 
times per day per any teacher); 

e. “Gets out of seat without permission.” 
(5.22 times per day per any teacher). 


On the other hand the teachers indicated 
that behaviors of low incidence were the 
following ones: 


a."Uses obscene language to teacher.” 
(.61 times per day per any teacher); 

b."Shows a preference for working and 
playing alone.” (73 times per day per 
any teacher); 

c."Takes objects from teacher.” (41 

times per day per any teacher); 

d. “Has temper tantrums.” (.66 times per 

day per any teacher). 

The remainder of the checklist was com- 
posed of three questions to elicit the opin- 
ion of the teachers. Question (a) asked 
“Approximately what percentage of your 
classroom time is taken up by behavior 
problems?" There were 186 teachers who 
answered this question and the tabulation 
indicates that 13.77% of each teacher's 
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time is taken up with behavior problems. 
Question (b) of the checklist asked of the 
teachers, "In your opinion, what do you 
need most in dealing with the problem"? 
To this open-ended question, there was a 
variety of answers from the 114 teachers 
who answered the question. The answers 
can be put into five categories which are 
the following: 


a. Teacher-pupil (66 responses); 
b. Home-school (37 responses); 
c. Physical needs (21 responses); 
d. Curriculum (15 responses); 
€. Special services (6 responses). 


"Teachers saw the greatest need in the two 
categories of Teacher-pupil and Home- 
school. Three particular needs which rank 
very high in the responses were these: 


a. Teacher authority to discipline im- 
mediately (35 responses); 

b. Smaller classes or fewer students (18 
responses); 

c. Parental cooperation (13 responses). 


A third and final question which was in- 
cluded on the checklist asks of the teachers, 
"How many children in your classes do you 
see as having behavior problems?" The 
data from the 125 teachers who answered 
this question indicates that each teacher 
sees an average of 8.15 children, whom she 
teaches, as having behavior problems. 


Implications 


According to the responses of the teach- 
ers, it was tabulated that a problem be- 
havior occurs on the average of 2.22 times 
per day for any one teacher. This seems 
to be a low average according to the clinic's 
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involvement with the schools. "Therefore 
we suggest a more reliable method of sur. 
veying the problem. Observation and re. 
cording of the frequency and kinds of be. 
havior problems in the actual classroom 
setting of randomly selected elementary and 
high school classes should be conducted by 
a person whose only job is to act as a re- 
corder of behaviors defined beforehand as 
problem behaviors. 

A refinement of the checklist instrument 
would be necessary so that “a behavior 
problem" would be defined as a behavior 
listed among the 47 on the checklist, and 
other behaviors in the classroom which dis- 
tract, deter, or interfere with the classroom 
work as directed by the teacher at the time 
of the observation. 

When one looks at the list of the five “‘be- 
haviors of high incidence," one is impressed 
by the fact that items (a), (b), and (c) are 
readily observable distractive behaviors, 
whereas item, (d) appears to be a value 
judgment by the teacher. Looking at “be- 
haviors of high incidence," it seems that | 
teachers notice the behaviors which hinder 
the successful completion of school work 
by the student involved or by the surround: | 
ing students. Therefore, a program de- 
vised to reinforce just the related academic 
behaviors and ignore the negative, academ- 
ically non-related behaviors would seem to 
bring about an increase in academic behav- 
ior and a decrease in behaviors hindering ? 
academic performance. At present, it seems | 
that these academically nonrelated behav- 
lors have been noticed and hence rein- 
forced, therefore they tend to continue and 
to increase, blocking out the chances for 
successful academic performance since the 
two types of behavior are incompatible. 
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Vocational Rehabilitation of the 
Older Handicapped Worker 


The older handicapped worker in facing 

the end of his work career is not always a 
happy person. It is stressful in varying 
ways to confront one's decline, decay, and 
death. 
4. The older handicapped worker has three 
primary and immediate needs: adequate 
. income, competent and continuing medical 
care, and feelings of self-respect. Hopefully, 
the first two needs may soon be provided 
as human rights. Unfortunately, we have 
no way of legislating self-respect. 

Sweet sounding rhetoric will not persuade 
the older worker of his worth. The older 
worker, like any other worker, is impressed 
More by his experiences than by hollow 
rhetoric. If we are to be helpful to the 
older worker we have to keep asking our- 
selves what kind of experiences will en- 
hance his feelings of self-respect, and how 
these experiences may be made available 
to him? 


Secondary Needs 


, Ironically and revealingly, some profes- 
Slonals might consider as secondary the 


^ Mr, Olshansky is Executive Director, Community 
Workshops, Inc. 75 Kneeland Street, Boston, Mass. 
M111. This paper is adapted from a speech given 
al a conference on Vocational Rehabilitation and 
the Older Handicapped Worker sponsored by San 
Diego State College and Rehabiltation Service Ad- 
Ministration on October 2, 1970 at San Diego 
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needs I have specified as primary, The 
needs I consider as secondary they might 
consider as primary; eg. the needs for 
counseling and other "talking therapies." 
There is little question that some older 
workers need opportunities for "talking 
therapies,” * but these therapies will have 
little or limited value for them until their 
primary needs are met. 

People in the process of drowning need 
concrete and immediate help, not insight 
into their plight, or discussions aiming to 
clarify their plight. Once safely on shore 
and once recovered from the trauma, they . 
may benefit from talking about it. 

I may add that if the “talking therapies” 
are to be effective, the therapists and coun- 
selors have to be genuinely interested in the 
older worker and old enough not to appear 
as his daughter or son. Morever, too many 
young therapists and counselors have some 
rather distorted notions regarding the older 
worker and find it very difficult to be 
genuinely concerned about someone they 
think is about ready to die, or who has 
already lived a very long time. To many 
therapists and counselors under 30, a 60- 
year-old person seems quite ancient. 


* More specifically they may need opportunities to 
ventilate and reminisce. From time to time they 
may need reassurances and clarifications regarding 
some of their problems. 
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Counseling with the Older Worker 


While the older worker may not always 
be the wiser worker, the fact that he is 
older should compel us to respond to him 
as an adult who wants to function as an 
adult. 'The temptation for some older 
workers to slide into the role of childish 
dependency should be vigorously opposed. 
'This may be easier said than done since in 
some situations he may require varying 
amounts of help and even be expected to 
behave as a docile child. How many phy- 
sicians act to infantilize their patients! 

This recognition of his adultness and 
his need to see himself as an adult should 
make us sensitive to his need to function 
with as much autonomy as possible, with 
opportunities to make all the major deci- 
sions. To have counselors making decisions 
for anyone is wrong, for older workers it 
can be disastrous. If the older worker sees 
himself diminished by losing his right to 
decision-making, he is likely to withdraw 
from the relationship, or to sabotage any 
decision made in his behalf. Of course, 
some may seek dependency while protesting 
it. By and large his exertion to succeed 
will depend very much on his feelings of 
autonomy and his right to make decisions. 
Even a wrong decision he may make is bet- 
ter in the long run than a right decision 
made for him. Don't forget the older 
worker is not just a worker, but a father, 
husband, and citizen. All these roles re- 
quire his decision-making habit to con- 
tinue if he is to achieve and maintain his 
self-respect and the respect of significant 
others. 

The prevailing assumption is that, "You 
cannot teach an old dog new tricks." But, 
just as we do not know the level or kind 
of intelligence required for different jobs, I 
would assert that we do not know how 
much capacity older workers have to learn 


new skill. Given an interest in and à 
reason for learning a new skill and given ; 
good learning situation, I am convinced 
that some older workers can learn new skills, 
In any case, until we have firm evidence to} 
support the assumption about old dogs we 
have an obligation to challenge it and to] 
provide older workers opportunities 
learn new tricks. Of course, I recogniz 
that convincing employers to accept the: 
retrained older workers will not be ea 
but their anticipated resistance should. 
blind us to the dubiousness of the assump 
tion or discourage us in our efforts to tes 
its validity. 


Motivation to Work E. 


Much of the time we discuss the motiy 
tion to work in rather abstract terms, for- 
getting what is central to work motivation, 
and that is opportunity. Without oppor 
tunity there will be little motivation 
work. Putting it another way, a high li 
of unemployment is not going to motiva 
many persons to prepare for work or | 
seek it. If, therefore, we are serious about | 
motivating the older handicapped work 
to work, we have to recognize the urgen 
of a high level of labor demand. Moreove 
a high level of labor demand will go furth 


employers see little need for their enlight 
enment, and efforts so intended, besides 
having little positive effect, go a long 
to show employers our innocence rega 


the world of work. 


Employers of Last Resort 


NOTES 


Without opportunity there will be little motivation to work 


ployability within the competitive labor 
market. Yet, many of this group want to 
work. Without work, many of them will 
suffer isolation, depression, and bottomless 
boredom. Some families will be driven to 
despair, having to cope daily and hourly, 
endlessly, with an unhappy member. 

I would suggest as a solution that the 
federal, state, county, and city governments 
become employers of last resort for many 
of them, and those who cannot be so em- 
ployed be placed in sheltered shops, gener- 
ously subsidized by the several governments. 
To reach old age is difficult and often pain- 
ful. To reach old age wanting to work 
but without work opportunity can be 
calamitous. 


Option: To Work or Not To Work 


One sad truth is that we do not need 
some members of our labor force. Along- 
side of this sad truth is the happy one that 
our fabulously rich country can afford to 
offer our older handicapped worker a choice: 
to work or not work. If an older worker, 
though capable of working, wants to re- 
tire,* his decision should be accepted and 
respected, and he should be supported in 
an adequate fashion. If, on the other hand, 
he wants to work, then an appropriate op- 
portunity should be provided.** The im- 


* For some workers retirement might be necessary 
and desirable if they are to avoid the feelings of 
degradation. I have in mind those workers who to 
become employable would have to accept employ- 
ment at a level significantly lower than that of 
their last job. 

** It is a questionable ethic as well as a poor psy- 
chology to motivate persons to work and then fail 
to provide jobs for these motivated workers. 
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portant point is that we should give him 
the right to make this decision. Besides 
giving persons a chance to do their “thing”, 
it would mean that vocational rehabilitation 
agencies would have to spend less time and 
efforts trying to push unwilling clients 
through closed doors. They could then 
offer more help to those who really want 
it. What a pleasurable relief it would be 
for professionals—to work with clients in- 
terested in becoming rehabilitated! And 
what a pleasurable relief to unwilling clients 
not to be harassed by professionals! 


The Stroke Victim: The Hemiplegic 


Of all the older handicapped workers 
few are so frustrated, and frustrating to 
those who live with them and to those who 
attempt to rehabilitate them than the per- 
sons suffering a stroke. 

After suffering a stroke and after under- 
going months and months of treatment 
within our most modern rehabilitation cen- 
ters the patient-victim rarely enjoys a com- 
plete recovery. He is left with some speech 
difficulties, along with no or little use of 
one arm, and one leg. In addition he is at 
times moody and depresed, and often 
anxious and fearful of suffering another 
stroke. Often he has worn thin the pa- 
tience and love of his family. Employers, 
while sympathetic, are understandably re- 
luctant to hire him. In a sense, the stroke 
victim is to physical medicine what the 
schizophrenic is to psychiatry. 

It is time that we stop overselling re- 
habilitation services relevant to this group 
of patients and that we recognize that 
without nature's help we are relatively help- 
less. My second suggestion is that we 
attempt to make stroke patients and their 
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families as comfortable as possible, and es- 
pecially not overburden the family with too 
many expectations. 

My third suggestion is that we profes- 
sionals get together from time to time to 
console each other so that we too can 
cope more effectively with our frustrations 
and failures. To engage in this kind of 
ritual of consolation would require a qual- 
ity of candor we praise but do not often 
practice, 


Conclusion 


Old age symbolizes to many decline, 
decay, and death and provokes among the 


general public fears and anxieties about | 
their own well-being. These fears and - 


anxieties influence the older workers them- 
selves. 


Despite these fears and anxieties the - 


older worker tends to do better than we 
would expect, for the simple reason that 
man tends to do the best he can whatever 
the circumstances. 

The challenge to the professionals is to 
help the older worker to live as efficiently. 
and as effectively as possible with his afflic- 
tions. In the words of a wise observer, “The 
important thing is not to be cured, as to — 
learn to live with one's sickness." 


MENTAL HYGIENE - 


D 


Eva Schindler-Rainman, D.S.W. 


Are Volunteers Here to Stay? 


We are living in such exciting, complex 
and rapidly changing times that it is dif- 
ficult to answer such a question as "Are 
Volunteers Here to Stay?" It is helpful to 
look at the trends affecting voluntaryism 
today in order to gain some perspective on 
voluntaryism * tomorrow. This article will 
discuss some assumptions that can be made 
about voluntaryism, some projections for 
the future and an answer to the question. 

The assumption may be made that 
voluntaryism is changing and will continue 
to change in the 70s and 80s as it has never 
changed before. The word "change" 
raises the question "Isn't there anything 
to hold on to?" The following stances can 
be taken: We can welcome or resist change; 
we can be excited or upset by it; we can 
see change as a challenge to our creativity, 
or as a meddler in traditions. 

The second rule is that these changes in 
voluntaryism will affect all organizations, 
agencies, and the service professions. Pro- 
fessional education and practice will have 
to be changed and modernized. That is, 
all of the people-helping professions will 
be or already are affected, be they medicine, 
psychology, religion, education, recreation, 
social work or public administration. 


Dr. Schindler-Rainman is an organizational con- 
sultant for many community and organizational 
groups, both public and private, as well as for 
several branches of the University of California. 
She is a member of the adjunct staff of the Center 
for a Voluntary Society Her home address is 
497 San Rafael Avenue, Los Angeles, California 
90042. 

This article is adapted from a speech made at the 
annual meeting of the California Association for 
Mental Health in September, 1970. 
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"Thirdly, the functions of agencies and 
institutions are changing and will continue 
to change. 

The fourth assumption is that changes 
need to be known, dealt with, communi- 
cated to volunteers and staff in all private 
and public agencies and organizations, 
especially to the decision-making bodies. 

Five. Functions of the volunteers will be 
vastly extended. Volunteers will be work- 
ing in many new and exciting places and 
spaces. 

Six. Larger volunteer manpower pools 
and tools are available. There are the 
young, the old, the brown, the black pop- 
ulation, the red population, the yellow and 
white populations, the poor population, 
single as well as married. Vast areas of 
manpower and womanpower can now be 
tapped. Across the United States there 
are many people who have never been asked 
to volunteer. We need to work on pro- 
viding equal opportunity to volunteer to 
all people everywhere. Volunteering fills 
an important need in people to give of 
themselves, their ideas, ideals and resources 
voluntarily. 

Let us now look at some selected images 
of the future that are related to voluntary- 
ism. My materials come from studies of 
the future, and some thoughts based on my 
own experiences and reflections, 
pb boli hues donans abe ee 
* Ed. Note: Voluntarism, often used as a synonym 
for voluntaryism, refers both to the principle of 
relying on voluntary action and a theory that con- 
ceives will to be the dominant factor in experience. 
Voluntaryism is used in this journal to avoid con- 
fusion. 
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The national developments focusing on 
volunteers should not be underestimated. 
The present administration's focus on 
voluntaryism is an important one, through 
the new National Programs for Voluntary 
Action, based in Washington D.C. There 
is a new Center for a Voluntary Society 
that has been set up at the Institute for Ap- 
plied Behavioral Science, National Train- 
ing Laboratories in Washington, D. C. 
"This Center is dedicated to doing research 
and developing training programs focusing 
on the changes in the voluntary sector of 
our society. There is also a Center for 
the Study of Voluntarism at the University 
of Maryland in Baltimore. 

Also being planned are two national 
consultations. The first is designed to in- 
volve all the national youth serving agencies 
to look at trends of the present and future 
including the questions of societal changes 
affecting them. The other consultation will 
be with both public and private agencies 
and organizations who depend on vol- 
unteers to render their services. Here the 
purpose will be to understand the changes 
in the volunteer picture, and to study the 
implications for volunteer recruitment, 
training, and on the job growth. Also in- 
cluded will be the problems of referral of 
volunteers from one agency to another, and 
the problems of "turfdom" versus collabora- 
tion. 

The derivation from this particular 
image of the future, is that we shall have 
to increase the opportunity for volunteers 
and directors of volunters to leave their 
turf and to participate with others to de- 
velop new volunteer opportunities, and to 
participate in research and training. An- 
other implication is for experienced 

volunteers to give of their long history of 
knowledge and skill, to agencies and organ- 
izations that are just beginning to utilize 
volunteers. Experienced volunters have a 
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lot to offer, and they are willing to share - 
with others. 

4 second image relates to the increas- 
ing interdependence of countries, groups, 3 


—————————— 4 
... if we really believe that the - 

people who are affected by our 
services need to have some part — 
in making the decisions about 
those services, we must translate 
this belief into action. 
——M——— M 


communities and institutions to solve the | 
complex and large social, health, and edu- — 
cational problems of the vast numbers of | 
people on this earth, 
The implications are that private and — 
public institutions will have to collaborate, - 
which means actively working together on 
common interest causes and projects. Col- 
laboration means putting cooperation into - 
action, and it means that private and public 
institutions will be increasingly working - 
together. Another implication from the 
interdependence thread is that profes- 
sionals, paraprofessionals and volunteers 
will need to learn the art and skill of team- 
manship in order to extend services to 
patients and clients both in the agency set- — 
ting as well as in the community. New 
functions will emerge, including "com- 
munity mental health volunters” or “con- | 
necters"; volunteers who connect com- — 
munity people to services that they do not 
know about. These connecters could be | 
volunteers, paraprofessionals, and/or pro- 
fessionals. To build up this kind of — 
teamwork, it will be necessary not to look — 
at who is the volunteer, or who is the 
paraprofessional, or who is the professional. 
Rather the focus will have to be on the 
resources each person brings, and the best - 
combination of these talents and skills to — 
give the best possible service to patients and 
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dients. "There are unique resources human 
beings bring to any situation and titles do 
not describe these at all. What matters here 
is the willingness and abilities of three, or 
six or nine people to give service, and to- 
gether they can do more than any one of 
them could do separately. It is a richer 


"human menu from which to draw. 


^ 


j 


` 
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Another image of the future, and the 
present, is that there is decreasing tolerance 
for de-personalization. People do not want 
to be an IBM card number; people are 
searching for identity. It seems that the 
identity search, the love for self, and the 
need to feel that one is an individual 
human being is a very strong one in all of 
us, and one that often gets violated in this 
mechanical age. The implication is that 
there will be increasing need for the per- 
sonal touch, for individualized treatment, 
the kind that the volunteer needs himself 
and can give to others. Whether he is a 
“waiting room welcomer,” a “home visitor," 
a “crisis visitor," or a “take home volun- 
teer.” For example would it not be won- 
derful for people who do not get called for 
at hospitals to have volunteers who would 
help with the transition from hospital to 
home? Or perhaps we need visitors to the 
nonvisited, like the 78-year old resident 
of the Watts-Willoughbrook area, who de- 
cided that the children at one of the hos- 
Pitals who were not visited needed visitors. 
She developed a corps of volunteers who 
Weekly visited nonvisited kids. 

Another thread is the increasing number 
of youth. The youth culture is with us. 
This means there are vast numbers of 
youth with power that youth has never had 
before, "They are affecting the design of 
Cars and dresses, as well as the values of the 
total societal structure. Many are com- 
mitted to making the world a better place 
to live, Certainly the values of youth are 


Vol. 55, No. 4, October 1971 


518 


much felt these days, because so many 
values are transmitted by the younger to 
the older, instead of the other way around. 
This is a reversal of value transmision. 
"Therefore new volunteer opportunities must 
be offered and made available to youth in 
addition to those now extant. A recent 
development, for example, is "Cross Age 
Teaching.” This means “olders” are teach- 
ing “youngers,” like 6th graders are teach- 
ing 8rd and 4th graders, Also elders 
(grandparents) and youngers can form very 
meaningful alliances. They often feel close 
to each other. Younger/elder teams can 
do visiting to nursing homes, or teach 
English to the foreign born. The youths 
and the elders find that they have something 
to offer, not only to others, but to each 
other. Also youth should be on decision- 
making bodies, locally and nationally. This 
is not a new thing for some agencies, and 
completely unheard of for many others. 
However, if we really believe that the 
people who are affected by our services 
need to have some part in making the de- 
cisions about those services, we must trans- 
late this belief into action. And youths 
are clients of many systems. 

Major changes in the attitudes towards 
work and money are also developing. 
Studies about the future indicate that money 
will be more taken for granted, and be much 
less of a motivation to achievement. There 
will be an increasing demand that work, 
paid and volunteer, be meaningful, This 
means, for some people, that work must be 
where the action is. And action for one, 
may not be action for another. The im- 
plication here is that new jobs for volun- 
teers will need to be developed in all scenes. 
For example in the hospital scene and the 
health scene there could be “disease pre- 
vention volunteers,” or volunteer health or 
mental health educators. Volunteers should 
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be recruited to help in developing these 
jobs. We often do things for other people 
instead of with them, but we are slowly 
learning to include volunteers themselves 
in the discussions and planning that will 
affect them, 


By 1975, approximately 70% of the work 
roles will be in the “people-helping”’ fields, 
and more people will have more time to 
help. Implication number one: Education 
for volunteer and paid work will need to 
change radically. This includes formal 
education and informal education, and on 
the job training. We must look at train- 
ing much more in terms of its relevancy 
for what is needed for one to do the job now, 
rather than spending long hours on the 
history, the traditions and the rules of the 
road of a given agency. The question be- 
comes: what does any person need to know 
to begin a job? Then, what does he need 
as he goes along the way? Other questions 
that need to be asked include: How can 
training become part of living? How can 
training make people more self assured 
and skilled as they go? How is training 
timed so that it is useful, Training by 
little bits and pieces is more apt to be use- 
ful, Whereas when you “pour it all in” a 
lot does not stick with the receiver, Also, 
there are more people available to volun- 
teer, and therefore new recruitment 
methods are needed. In South Los Angeles 
we recruited, in less than one year, 700 
people who had never volunteered before. 

We recruited in laundromats, bowling 

alleys, the waiting rooms of public health 

centers, bars, corners where people sat in 
the sun, and in adult education classes. 


Volunteers can have, if they learn the skills, a very unique 
role as third party mediators. 


Another trend is one of anti-specializa 
tion. That is the boundaries betw 
people helping specializations are becom 
ing more and more blurred; more turfdoms 
are being diminished. The implication is 
that there is a need to develop interprofes. 


sional, interdisciplinary teams and inter 
role teams, to improve service to clienti 

Increased polarization and separation of 
the society continues, and communities are 
split into special interest groups and coali- 
tions, These polarizations or divisions an 
between racial groups, between the 
erations, between consumer and provider, 
between the poor and the rich, and some 
times even between men and women. 
need to find ways to bridge these gaps, 
and working together often helps to do so. 

Therefore there is the need to develop 
third party skills in conflict resolution and 
utilization, to reach creative compromis s. 
Volunteers can have, if they learn the skills, 
a very unique role as third party mediato 
There is a new body of knowledge develi 
ing in this field, that can be transmiti 
through training. Volunteers can garner 
these skills, and help others reach creative 
compromises. 
Also, we have to develop opportunities 


There are lots of people who would li 
to work in medical and health settin 
If people work together, they get to know 
one another, and distances and polarizations - 
decrease. As differences are utilized, out 
vast human resources are tapped. We shall” 
not only have a richer menu, but a society: 
that is more unified. 

Are volunteers here to stay? Yes! For 


three important reasons. a 
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Yes! To strengthen this democratic so- 
ciety, because with voluntaryism we 
maintain the humanness in human ser- 
vices, because we continue to develop 
openness, communications, supports 
and sharing between the consumer and 
the provider of the service. Yes, be- 
cause we offer an opportunity for crea- 
tive pluralism, creative acceptance, and 

y the utilization of differences. 


Yes! To meet increasing needs of more 
people in all parts of our geographic 
community, including religion, educa- 
tion, recreation, culture, health, the 
economic and political communities as 
well as the welfare and mass media 
communities. 


LETTERS TO THE EDITOR 


To the Editor: 


One statement made by Dr. Robert Seiden- 
berg in his paper on drug advertising in your 
January 1971 issue should be corrected for the 
record, namely, that “Ironically, the American 
Psychiatric Association, which should be extra- 
ordinarily interested in this issue, apparently 
has not published specific guiding principles for 
mental drug advertisements for its own, or other 
journals." 

APA's trustees have long since approved 
advertising guidelines for APA's publications 
and among them is the following: 

"Exaggerated or extravagantly worded copy 
or graphics will not be allowed. It is recognized 
that problems do occur with subtle misrepre- 
sentation, either in the text or illustrative 
material. In making a decision as to the ac 
ceptability of an advertisement in these situa- 
tions, the editor will be guided by his judgment 
as to whether the suggested use of the product 
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Yes! To meet the needs of human beings 
to volunteer. To give of themselves, 
their ideas, ideals and resources. Hu- 
man beings have needs to learn new 
skills, to give, to be recognized, to grow, 
to succeed, to be creative, to make deci- 
sions, to solve problems, to have fun, 
to meet new people, to lead and to follow. 
Voluntaryism offers an opportunity to 
meet some of these needs. 


Yes, volunteers are here to stay because “we 
give a damn” about what happens to our 
fellow man. Because we care about what 
happens in this country and are committed 
to stand, to extend opportunities to give, 
so that others may continue to live, 


or service is in accordance with generally ac- 
cepted psychiatric practice. In this context, 
unusual circumspection is called for to avoid 
publication of advertisements that appear to 
encourage the use of drugs for the relief of 
normal tensions of everyday life rather than of 
symptoms indicative of illness. Medicine and 
the pharmaceutical industry share mutual re- 
sponsibility for discowraging the unnecessary 
use of drugs in a society sometimes dubbed a 
‘drug-dependent culture.’” 

Sincerely yours, 

Robert L. Robinson 

Director 

Division of Public Affairs 

Editor, Psychiatric News 

Editor’s Note: The APA statement was adopted 

in September, 1969. Dr. Seidenberg’s article was 
written before this date, but makes reference to 
a committee of the APA which was studying the 
issue at that time. 


Vincent D. Pettinelli, M.S.W., R.S.W. 


Coordinating a Volunteer Program 


Recently, mental health professionals 
have had to take a hard look at the perplex- 
ing manpower shortage which directly af- 
fects the delivery of service to the 1,200,000 
emotionally disturbed people in the nation. 
There are just not enough professional 
manpower resources to meet the ever- 
mounting need for service. 

The properly trained volunteer presents 
us with a viable alternative toward meeting 
the public demand. This paper will ad- 
dress itself to the generic volunteer popula- 
tion. Its purpose will not be to delineate 
guidelines for training in specific settings, 
but rather will seek to explore those tenets 
which the author believes are necessary for 
meaningful utilization of volunteer skills 
and talents in all settings. 

"The success of any volunteer program is 
directly dependent upon the skill and the 
awareness of the volunteer coordinator. It 
is the volunteer coordinator, who in the 
last analysis, is responsible for the quality 
control of volunteer development. 

Before a program begins, the coordinator 
must first assess the climate in which his 
staff will be functioning. lf the volunter's 
function will supplement staffs responsi- 
bilities, the coordinator must be aware of 
the staff's receptivity toward volunteer in- 

volvement. If involvement is thought of 


oo O 
Mr. Pettinelli was formerly Director of Education 
for the Mental Health Association of Houston and 
Harris County in Texas. He is now Director of 
Regional Affairs, Department of Mental Retarda- 
tion, Midlands Center, 8301 Farrow Road, Colum- 
bia, South Carolina 29203. 
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as intrusion, the volunteer will probably 
feel like "an extra thumb." A well-mean- 
ing administrator may hire a volunteer co- 
ordinator to fill, what he believes, is a 
sorely lacking manpower shortage with a 
volunteer staff. The administrator, how- 
ever, may not have thought much about 
how this new manpower force will be re- 
ceived by his salaried staff. Some staff 
members might feel “why do we need these. 
‘outsiders’ to do our job? Perhaps we are 
not doing our job well enough, and this 
might be a subtle way of easing us out?” 
Although these remarks may appear, at 
first, to be pretty far-fetched, the introduc 
tion of a new modality into any established - 
manpower structure will often produce re 
sentment on the part of those already es- 
tablished. ^ 

It is not the coordinator's job to 
straighten things out, but rather, after a 
thorough assessment of the staff climate 
of the setting, he may suggest that some 
pre-conditioning be done by those persons 
who are directly responsible for staff morale, 

The inclusion of positive pre-condition= 
ing is important whether or not the volun- 
teers will be working directly with the 
agency staff. Each volunteer program is 
designed to perform or supplement a 
needed function and each volunteer will 
be in contact with others who have been. 
there before him and, most likely, have. 
tried to meet the service need as best they 
could. Therefore, the volunteer should 
be made aware of feelings of the staff. 
toward his intervention. 
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There are three basic elements to an ef- 
fective volunteer program: 1) Selection; 
2) Training and Supervision; and 3) Com- 
munication. 

The selection of volunteers is the first 
vital step in establishing a sound yolunteer 
work force. The coordinator must first be 
cognizant of the type of setting in which 
the volunters will be placed. He must 
assess the real needs of his setting and must 
seek to meet those needs by the effective 
utilization of talents and skills his volun- 
teers bring with them. The volunteer 
needs structure therefore, the coordinator 
should write up job descriptions for each 
type of task to which the volunteer will be 
assigned. Aside from the duties of each 
job, the coordinator should include the 
name of the person to whom the volunteer 
will report and be responsible, the hours 
that the volunteer will be expected to work, 
the type of dress needed, and any other 
material that will aid the volunteer in the 
assimilation process. The job descriptions 
should be a joint effort. The coordinator 
should work closely with the supervisor of 
each department so as to ascertain the re- 
quirements and expectations of each work 
setting; thus when the coordinator inter- 
views each volunteer, he can be matching 
the volunteer to the job that has been “se- 
cured” for him through prior consultation 
with the supervisor. This method will not 
only serve to delineate the specific function 
of each volunteer in the minds of the co- 
ordinator and staff supervisor, but will also 
give the entering volunteer a job “to hang 
his hat on." 

The screening process itself should be 
consistent, The coordinator should attempt 
to ask each applicant the same set of ques- 
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tions allowing room, of course, for flexibility 
so as to determine unique talents and 
strengths. This technique will standard- 
ize requirements as well as allow time for 
"feeling exploration.” During the screen- 
ing interview, the coordinator should 
clearly explain to each applicant what will 
be expected of him and, just as important, 
what he can expect in return. Most im- 
portantly, the coordinator should get a 
feeling level about the person he is in- 
terviewing, for the volunteers effective- 
ness will be greatly measured by his ability 
to feel with the clients with whom he is 
working. If he is carefuly chosen the 
volunteer brings with him an important 
asset; an ability to relate with people. This 
quality must be recognized as the most 
important skill the volunteer has to offer. 

Volunteer training should begin im- 
mediately after the selection process has 
been completed. It is at this point that 
volunteers are most motivated. The first 
session should be devoted to reinforcing the 
strengths noted in the screening interviews. 
The volunteers should be introduced to 
each other and the coordinator should 
mention specific talents that are present in 
the group. This technique acquaints the 
volunteers with areas of expertise from 
which they can draw. 

Specific assignments should be made at 
the first session and each volunteer should 
be clear about his function area. It would 
be wise to include department supervisors 
at the end of the session so that they may 
become acquainted with the volunteers who 
will be working with them. : 

The coordinator should keep in mind 
the purposes of the first meeting. Not 
only is it the first time that the volunteers 


(he must) aid the volunteer in understanding how the client 


or patient feels, not why he fe 
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——M n À 
... an ability to relate with peo- 
ple... must be recognized as the 
most important skill the volun- 
feer has fo offer. 


will be meeting as a group, but it is their 
first opportunity to get "the lay of the 
land." 'The volunteer should be made to 
feel that: 1) he is wanted; 2) he is needed; 
and 3) there are trained people at his dis- 
posal when he needs help. The trauma of 
"that first day" will be minimized if he 
feels that he is part of the team and not 
a "lonely soldier being sent into battle," 
The first training session should also set 
the tone of the sessions to follow. The 
volunteer should feel that he is among 
friends and that he can express himself 
openly in the training. 

It is important that ample time be allowed 
for questions and the coordinator should 
encourage each volunteer to be open and 
inquisitive. 

The subsequent training sessions should 
follow a prescribed format. If possible, each 
volunteer should be provided with a train- 
ing manual which will include the subjects 
to be covered during the training course. 

The training itself should center around 
two purposes: 1) To provide a knowl- 
edge base which the volunteer may use to 
do his job more effectively; and 2) to pro. 
vide an atmosphere for personal growth 
and development, The knowledge pre. 
sented should be basic and should be 
enough to help the volunteer do his job 
efficiently and no more, The coordinator 
should not try to burden his volunteers 
with a lot of technical data that he is not 
equipped to use, Questions about the 
dynamics of certain emotional disturbances 
should be answered in such a way as to 
aid the volunteer in understanding how 


the client or patient feels, not why he fee! 
that way. The coordinator should 
explore how the volunteer feels around 
persons. Role playing is an effe 
technique for achieving the desired fee 
goal. Role playing gives the volunteer. 
chance to study the reactions of the clients 
he is helping as well as a unique opportu. ` 
nity to study his reactions to the client, I 
is believed that recognition of feeling 
is much more important than the absorption 
of technical data if the volunteer's major 
contribution lies in his ability to relat 
During the training sequence, the o 
ordinator should provide each volunte 
with some “private” time at regular inter 
vals. Supervisory conferences are very 
beneficial in assessing each volunteer's 


Most volunteer programs that fail, do 
so because people are not communica 
with each other Effective communica 
between the volunteers and the coord 
ator, the volunteers and the staff, and the 
coordinator and the staff cannot be 
sumed, ^ Effective communication i$ 
achieved only when clear communication. 
networks have been set up and maintained. 
The coordinator should periodically 
amine the communication linkage so 
to strengthen two-way information flow. 
Communication networks also provide the 
coordinator with a built-in feedback mechs 
anism about the effectiveness of the p 
gram. If people are communicating with 
each other, potential trouble areas will 
readily ized and can be dealt with. 

It is the volunteer coordinator then, who 
bears the major responsibility for the suc 
cess of the volunteer program. He mu 
not only be sensitive enough to meet thí 
needs of his agency but must also meet th 
needs of the people who are freely gi 
of their time and talents. 
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C. H. Hardin Branch, M.D. 


Pollution of the 
Psychological Environment 


There are many similarities between the 
processes which litter our streets, our 
streams and our air, and the processes 
which litter our minds and our attitudes. 
Worthwhile and useful activities have toxic 
by-products, and unfortunately in the area 
of ideas there is no naturally builtin ob- 
solescence, Perhaps some ideas should be 
built to self-destruct in ten years, especially 
those in the areas of the delivery of medical 
and psychiatric services, 

We, as psychiatrists, can pretend to ex- 
pertise only in some of these areas, and 
where we have skill we should be heard. 
Not that we are usually shy or reticent. 

Recently, I received a complaint that 
three psychiatrists had reviewed “records, 
press reports and the like” and made some 
sort of determination on Attorney F. Lee 
Bailey. The writer went on “Bailey 
shrugged the whole thing off, making the 
very strategic remark that the three had 
never examined him and so consequently 
anything they had to say was drivel.” He 
added, “, , , when the hell are psychiatrists 
going to learn to resist the desire to pontifi- 
cate for the Sunday supplements? And 
LL 0| 7 a o o 
Dr. Branch is Program Chief, Mental Health Ser- 
vices, County of Santa Barbara, 4440 Calle Real, 
Santa Barbara, California 93105, and Clinical Pro- 
fesor of Psychiatry, Univ. of Southern California. 
This article is adapted from a presentation made 
to the Southern California Psychiatric Society in 
April, 1970, 
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when will they respond ethically to their 
exploitation by government in what are 
essentially political hassles?” My only 
suggestion is that perhaps we should re- 
quire demonstrable common sense and 
good taste before we advance our members 
in their professional organizations. 

But we should watch our responsibilities 
as informed citizens—and certainly as psy- 
chiatrists we are in a position to be the best 
informed of citizens on the multiple causes 
of disease and the interlocking effects of 
illness and the social and economic environ. 
ments—to see to it that we do not contrib- 
ute to the problems of psycho—litter or 
ideological garbage by carelessly throwing 
over our shoulders bits of folklore or pseu- 
do-scientific information. - 

As an example of psycho-litter we might 
note the supposedly scientific conclusion 
that since black people perform, on the 
average, more poorly than whites on stand- 
ard 1.Q. tests and in addition "special pro- 
grams of compensatory education so far 
tried have not had much success in remov- 
ing this difference . . . the best thing that 
can be done for black children is to capital- 
ize on those skills for which they are bio- 
logically adapted." This quotation is from 
an article by Lewontin who attacks stren- 
uously the principle, called *Jensenism" 
after its advocate, Arthur R. Jensen, Profes- 
sor of Educational Psychology at the Uni- 
versity of California at Berkeley, on the 
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basis that, among other things, Jensen ig- 
nores the obvious possibility that the edu- 
cational process itself may be at fault. 
"According to him," says Lewontin, “it is 
not that his science and its practitioners 
have failed utterly to understand human 
motivation, behavior and development but 
simply that the damn kids are inedu- 
cable.” 10 This same logic, he feels, would 
prove that the collapse of a bridge estab- 
lishes the unbridgeability of rivers. 

A related sort of pollution occurs when 


This same logic, he feels, would prove that the collapse of a 
bridge establishes the unbridgeability of rivers. 


enterprises, worthwhile in themselves, are 
located near our streams of information 
and discharge into them elements which 
are toxic and will slowly but surely de- 
stroy the psychological environment about 
us. It was reported by Boulette that the 
Mexican-American is regarded in American 
literature as "primitive," "filthy," "cow- 
ardly" and “inebriated” t and she notes that 
this image is supported by the toxic effects 
of such publications as those of Heller, who 
says "Mexican-Americans regard the future 
as both vague and unpredictable. Plan- 
ning for the future, so characteristic of 
American culture, is therefore not their way 
of life. Time tends to be disregarded when 
it interferes with other values . . . the Mexi- 
can-American home does not cultivate in 
the children the ability to defer gratifica- 
tion . . . Mexican-American children are 
‘vigorously trained for dependent behavior 
as the average Anglo-American child is 
schooled for independence’ . . . few Mexi- 
can-American homes stress higher educa- 
tion or intellectual effort.” 5 Although the 
stream of social thought contains also con- 
siderable indication that these are the man- 
ifestations of chronic poverty and not at- 
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tributable to race, ? and the 1968 Nation 
Conference on Educational Opportunity | 
for Mexican-Americans held in Austin, 
Texas, found no difference between Mexi- 
can-American and other families “with 
respect to the amount of emphasis on edu- 
cation that the child experiences in the 
home,”* Dr. Heller’s stereotype of 
“Frito Bandito” type of person is likely 
give much sustenance to the racist WASP 
who like maggots fatten on this sort of 
material. 1 


Of more immediate concern to me, and 
perhaps to all of us, are the rusting 
outmoded ideas which clutter our soi 
highways like yesterday's motor 


cal and social data and other factors c 
tribute more and more to the dissatis| 
tion of the general public with Ameri 
medicine. r 

But there are things we can improve if We: 
can divorce ourselves from some of 
older concepts to which we are marri 
Do medical schools, for example, train 
doctors for practice? Most of them 
reach practice, to be sure, but the humanis 
tic drives which led them toward medicine 
are not widely encouraged in medical edi 
cation. They move from a student-MCA’ 
(Medical College Aptitude Test) relation- 
ship to a student-cadaver relationship to 
student-professor relationship and ly 
then to a student-patient and physici 
patient relationship. As a friend said 


than to life" Don't we need to haul 
the rusting relics which may be clutt 


MENTAL HYG! 


POINTS OF VIEW 


our medical educational processes and find 
straighter highways to our goals? 

As recently as April 18, 1970, the J.A.M.A. 
quoted an editorial from the Archives of 
Internal Medicine: 

*University medical centers must ex- 
pand immediately and they must unbend 
themselves from the oh-so-precious posture 
that the flow of manpower will be deter- 
mined by the valve-like function of the 
basic science laboratories. . . . Would any 
scholarly council of deans really want their 
academic plants subjected to a time utili- 
zation study for the entire calendar year? 
. . « Of course, there will be less reflec- 
tive time in the day for many members of 
the faculty, but this need not be the case 
for too prolonged a period, and it well 
may be that as pressures increase some 
degree of enhanced efficiency will develop 
among the various faculty members." 7 

On the question of the delivery of medi- 
cal services, again our way is cluttered. 
This problem may be too important to be 
left to the doctors just as it has been said 
war is too important to be left to the 
generals. Pre-paid medical care, much 
health insurance and of course Medicare 
have all been fought by the entrenched 
forces of organized medicine although the 
old family doctor now may have little prac- 
tical application in a culture where the av- 
erage family moves every five years. 

What we need and can have if we haul 
these battered hulks of ideas away, is rapid 
information exchange, the application of 
hotel-management principles to hospitals, 
and systems which will keep the impact of 
medical genius on the problems of the pa- 
tient without the necessity of divesting him 
of his dignity and his individuality. Are 
we doing this? I think not; when a wel- 
fare patient of ours was asked “Do you 
know who your doctor is?,” she said, “Of 
course not—I'm on Welfare." 

In my opinion one of the most distress- 
ing of the outworn medical institutions is 


Vol. 55, No. 4, October 1971 


521 


the hospital service of the Veterans Admin- 
istration. Originating in the need to re- 
place the Old Soldier's Homes with some- 
thing better, this pachydermatous and mon- 
olithic structure is now unnecessary as a 
separate institution. The Hoover Commis- . 
sion recommended combining hospitals in 
the communities and including the Vet- 
erans' Administration medical services in 
the “proposed United Medical Administra- 
tion."9 The National Commission for 
Community Health Services  restated 
this? The veteran is not a special 
kind of citizen; he is only a citizen who 
has contributed in a special way 
to his society, as each of us does. There 
is a disturbing indication that the Veterans 
Administration hospitals are returning to 
the isolation which once characterized the 
Old Soldiers’ Home, with resultant dupli- 
cation of medical facilities in many com- 
munities, an additional strain on the al- 
ready insufficient manpower pool and an 
inordinate amount of attention on a group 
of sick people who could probably be cared 
for more adequately and efficiently in regu- 
lar community hospitals. It would be 
interesting to speculate on how many un- 
necessary days are spent by patients in 
Veterans Hospitals waiting for records to 
arrive. Richard S. Dillon advocated leasing 
or selling VA. Hospitals to affiliated insti- 
tutions and utilizing local community fa- 
cilities wherever this would be most effi- 
cient. As evidence of the inefficiency of the 
Veterans Administration Hospital system, 
Dr. Dillon noted that "VA tuberculosis 
patients hospitalized in 1956 in VA Sani- 
toriums averaged 179.8 days in the hospital, 
while those hospitalized in non-VA institu- 
tions averaged 165.6 days.” “Even more 
marked” he says, “Was the difference in 
the average hospitalizations of patients with 
psychotic illnesses, who averaged 526 days 
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in VA institutions and 135.9 days in non- 
VA institutions.” * The “analysis” released 
to all field stations by the Central Office 
of the VA and dated March 18, 1963, justi- 
fies in general terms the longer hospitaliza- 
tions of patients in VA hospitals but says 
nothing about answering these specific 
criticisms. 

Recently an article in a Salt Lake City 
newspaper contained the statement that the 
House Veterans Affairs Committee found 
"A continuing problem . .. was the rela- 
tionship between the VA and university 
medical schools. . . .”18 Yet this was pre- 
cisely the relationship which in earlier days, 
when the VA machine was bright and new, 
was designed to relate medical research and 
medical education to these special medical 
facilities. We who are concerned about ris- 
ing costs of medical care, and the increasing 
criticism of medical services, should look 
carefully and critically at these rusting 
hulks from bygone days. If they justify 
their continued existence (they are presently 
costing $114 billion per year) well and 
good. If they do not, we should fight the 
pollution of the psychological atmosphere 
which results in their continued existence 
just as we fight pollution anywhere. 

Josephine Johnson, Pulitzer prize novel- 
ist, author of the Inland Island, asks a 
question which can easily be applied to 
these areas as well as to the physical areas 
of pollution. 

Who are the destroyers? Who builds 
missile sites, pours poison waste under- 
ground, poison gas overground, rocks the 
earth with explosions, scars the earth with 
strip mines? . . . It is the well-dressed, law- 
abiding, patriotic and upright citizens who 
are taking our country away from us. In 
the name of saving us, protecting us, and 
civilizing us, statesmen and generals, sci- 
entists and engineers, businessmen and 
congressmen, are making us into a people 
without a country, dead souls and exiles. 
And we are paying them to do it.* 
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We must not, in even the smallest way, 
add a toxic molecule to the growing pool 
of prejudice, or a morsel of ideological gar- 
bage to the pile of noxious and hurtful 
ideas and we must not let others, especially 
in the name of our science, do it. We 
must see to it that the rusting carcasses of 
yesterday's triumphs no longer clutter the 
highways of the future. As Pogo's often 
quoted statement has it, "We have met the 
enemy and he is us.” We must add, “We 
can find a conqueror of our enemy and he 
can also be us." 


REFERENCES 


1. Boulette, Theresa R., R.N., M.S. Mental Health 
Counseling for Low-Income Mexican-Americans, 
Master’s thesis, University of California at Santa 
Barbara, Winter, 1970. 


2. Comprehensive Health Care. A Challenge to 
American Counties, Report of the Task Force on 
Comprehensive Personal Health Services, National 
Commission on County Health Services, Public 
Affairs Press, Washington, D.C., 1967, p. 52. 


3. Deseret News: Salt Lake City, p. B4, Tuesday, 
February 17, 1970. 


4. Dillon, Richard S.: Bureaucratic Medicine: A 
View of the Veterans Administration, Atlantic 
Monthly, 75-81, November, 1962. 


5. Heller, Celia: Mexican-American Youth is For- 
gotten, Youth at the Cross-Roads. New York, 
Random House, 20:38-39, 1966. 

6. Hoover Commission Report on Organization of 
the Executive Branch of the Government, 349, 
Hoover Commission, McGraw-Hill Book Co., Inc., 
New York, 1949. 


7. J-A-M.A, 212(2):312, April 13, 1970. 

8. Johnson, Josephine W. The Churchman, 1, 
March, 1970. 

9. Keller, Suzanne and Zavalloni, Marion. 
tion and Social Class, A Respecification. 
Forces, 43 (1):58-70, October, 1964. 

10. Lewontin, Richard C. Race and Intelligence, 
Bulletin of the Atomic Scientists, 2-8, March, 1970. 
11. Schmidt, Leonard J., M.D. Personal communi- 
cation. 


Ambi- 
Social 


MENTAL HYGIENE 


Leonard J. Aronson, Ph.D. 


The Psychologist and 
Minimal Brain Dysfunction: 
Ten Steps to Maximum Incompetence 


The psychologist who is eager to achieve 
a maximum level, of professional incompe- 
tence in his dealings with children is well 
advised to consider the rich opportunities 
that await him in the area of minimal brain 
dysfunction (MBD). The school psycholo- 
gist in the elementary school setting is in 
a particularly fortunate position for such 
professional growth, as an estimated 5% of 
all children have some form of MBD and 
he can therefore count on an average of one 
to 1.5 children in each classroom whose 
cases he can learn to misdiagnose and mis- 
handle with a high degree of ineptitude. 
On the basis of a number of years of expe- 
rience in evaluating referrals made by school 
psychologists and other psychologists to a 
community mental health center, the writer 
has formulated the following ten steps 
Which guarantee successful failure to those 
willing to apply themselves with a moderate 
amount of diligence: 

1. If a child is sent to you by a teacher 
with the complaint that he is hyperactive 


When this paper was written Dr. Aronson was 
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and disruptive, assume immediately that 
the problem is psychogenic. Talk about 
underlying depression, deprivation of af- 
fection leading to an inordinate need for 
attention, or weak and inconsistent disci- 
pline at home. Do not consider the possi- 
bility that this is a case of the hyperkinetic 
syndrome, a common type of MBD. Under 
no circumstances should you take a careful 
developmental history from the parents to 
determine if the hyperactivity began at an 
early age and in a context where psycho- 
genetic factors could have played little role 
in the disturbance, 

2. If the teacher complains that Johnny 
is underachieving or cannot read, suppress 
the temptation to administer individual 
achievement tests or specialized tests that 
might point to one or more specific learn- 
ing disabilities associated with MBD. Leave 
such tests to your compulsive and pedantic 
colleagues who don’t know how to talk to 
children. Instead, have a breezy, informal 
chat with the kid and conclude that the 
problem is due to passive-aggressive nega- 
tivism, castration anxiety, identity crisis or 
ego defect. Quote liberally from Fromm, 
Erikson, Rap Brown, or Freud HIMSELF. 

3. In administering individual tests of 
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intelligence, be sure to use the good old 
Stanford-Binet rather than the WISC. The 
latter should be scrupulously avoided as 
it has a subscale scoring system which can 
sometimes yield data pointing to MBD. 
Much better to play around with the S-B's 
basal years, which yield a high degree of 
obscurity. As a general rule in all 1.Q. 
testing, always assume that the child's true 
I.Q. is reduced by anxiety, not organicity. 
"This will keep alive a fine tradition among 
psychologists which deserves to be pre- 
served. 

4. Do not routinely administer the Ben- 
der-Gestalt to all children referred to you. 
In cases where administration of the Ben- 
der-Gestalt cannot be avoided, be sure to 
evaluate the protocol by means of the quick 
visual-inspection method (known as the 
"two-second squint"). Do not use the Kop- 
pitz scoring system, as it provides statistical 
norms, standard deviations, highly signifi- 
cant indicators of MBD, and other irrele- 
vant data which might contaminate the 
purity of your intuitive clinical judgment. 

5. Be quick to spot schizophrenia. If a 
younger child shows pressure of speech, in- 
coherence, confabulations, or other lan- 
guage peculiarities, raise the strong possi- 
bility of childhood schizophrenia. Ignore 
the fact that such language difficulties are 
often seen in MBD. Similarly, the younger 
child who climbs onto your lap during the 
interview should be suspected of the “stick- 
iness" seen in some childhood schizophren- 
ics. Overlook the fact that children with 
MBD often have inadequate social inhibi- 
tions because of their impulsivity. 

6. In administering projective tests, al- 
ways assume that signs of emotional dis- 

turbance are due to deep psychodynamic 
processes. Never take into account the 
possibility that children with MBD become 
anxious or tense as a result of their frustra- 
tion over their limitations or the inability 
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of their peers, teachers, and parents to un- _ 
derstand them and empathize with them be- — 
cause of lack of awareness of their problems, 
Your success in misinterpreting the projec- | 
tive results will go a long way in assuring 
that the child will eventually develop the _ 
psychopathology you currently find. [ 

7. Regard the neurological examination | 
and EEG as omnipotent, particularly where — 
they give negative results. Defer to such — 
negative results no matter how hyperactive — 
the child is, how short his attention span 
is, how much learning disability he shows, ' 
and how disturbed is his perceptual-motor | 
functioning. To play it safe, use the ser- — 
vices of a neurologist who has never seen . 
children before or who makes a practice of — 
diagnosing MBD only in the presence of 
hard signs such as the child's being in a. 
wheelchair or having half of his brain | 
missing. In extreme situations, where all 
else fails, consult a child psychoanalyst. 

8. In discussing the results of your eval- 
uation with the parents, never call a spade — 
a spade. Do not use the term “minimal | 
brain dysfunction,” as it is reputed to have — 
darkly traumatic effects and might intro- | 
duce an element of clarity into their think- 
ing about their child. In addition, it will 
deprive them of their right to feel guilty 
about what they have done to him (see step F 
nine for further elaboration of this point). 
Do talk in vague terms about developmen- - 
tal lags and maturation lags, but be sure — 
that the parents leave your office thor- - 
oughly confused. (Needless to say, do not | 
give them any of the excellent pamphlets — 
available in this field, such as the one put 
out by the Public Health Service.) Successful 
vagueness on your part will assure that the | 
parents will drift hopelessly from agency to 
agency, confessing to each intake inter- 
viewer that what you said must have been | 
terribly important but that they june 
couldn't seem to comprehend it. s 
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9. The above reference to guilt leads us 
to a particularly crucial point: control 
guilt and you control the parents. Every 
mother and every father knows how really 
rotten and rejecting he or she is down deep. 
Keep plugging away with such questions as, 
"Was your child planned? and "How did 
you really feel about having little Jimmie?" 
until you are sure that the parents have 
gotten the message. 

Mastery of these nine steps will permit 
the practitioner to go on to step ten, which 
is the culmination of his efforts and the 
hallmark of truly expert ineptitude. 

10. Refer all children with hyperkinesis, 
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learning disability, and associated problems 
to your local mental health center for 
long-term psychotherapy. Be sure to spec- 
ify that the referral is for psychotherapy 
and not merely for further evaluation. If 
the clinic is balky and is inclined to refer 
the case back to you or to some other 
agency for educational remediation or 
chemotherapy, help it to work through its 
resistances. Once you have gotten the 
clinic to provide psychotherapy, you can 
rest comfortably with the knowledge that 
the clinic will achieve a degree of failure 
with the child equal to your own. 


History 


Charles E. Goshen, M.D. 


The Background of Today's Social 
Psychiatry 


The spokesmen for “mental hygiene,” or “social psychiatry" of the 
past sought explanations for social maladjustment in the practices and ` 
habits prevailing among their subjects, largely directing their attention — 
to those phenomena which distinguished these people as being dif- 
ferent from the norm. Those physicians whose subjects were middle 
and upper class people directed their attention, therefore, at what was 
most different, or “bad” about the rich; namely overindulgence in 
luxuries. The later observers whose subjects were the patients of tax 
supported institutions, in other words, the poor, attributed malad- 
justment to the “bad” characteristics of poverty, namely; sexual im- 
morality. Today we see similar trends when social roots for psychiatric 
problems are sought. The tendency is to ascribe to anything which is 
different or “bad” as being causally related to such problems. Another 
thought worth considering, instead, is the possibility that the fact of 
being different rather than the way of being different might be a more 
closely related factor. In other words, being different from the sup- 
posed norm constitute the criteria for determining that an individual .— 
or a group is, therefore, some sort of a social problem. This prevalent 
kind of thinking presumes a unitary model of behavior which, as an 
ideal, is unattainable for any large, heterogeneous population. 


The subject known as “social psychiatry" how novel new fashions appear to be there 
is currently enjoying a degree of popularity can always be found historical antecedents 
which is likely to make this branch of psy- reaching into the distant past, and s i 
chiatry the fashion of the time. The sub- psychiatry is no exception. 
ject might be appropriately defined as: The Attempts in the past to contribute to th e 
study of the role of the community as a understanding of social psychiatry tem 
determinant in the cause, the prevention or to take two divergent points of view: ( 
the care of psychiatric disorders. No matter One point of view emphasized the imj 
tance of the individual's seeking perso 
satisfaction and pleasure in life as a mea n 
of preventing psychiatric catastrophes in his 
own life. This point of view is embodie 


MENTAL HYGIENE 4 


Dr. Goshen is Professor of Engineering Manage- 
ment and Associate Professor of Psychiatry, Box B 
1729, Vanderbilt University, Nashville, Tennessee 


37203. 
526 


HISTORY 
kr 


in the epicurean or hedonistic philosophies. 
(2) The other point of view emphasized the 
importance of the individual conforming to 
the conventions of society, implying social 
enforcement of these conventions, as a 
means, presumably of guaranteeing the in- 
dividual's future well-being, but actually 
esigned to ensure society's sense of security. 
This viewpoint is especially encountered 
in the traditional puritanical Anglo-Saxon 
philosophy. Exposure of the individual to 
ideas which allegedly stimulate anti-social 
behavior has been a long-established target 
for attack by the proponents of this philos- 
ophy, and the current expressions of alarm 
Lover the possible effects of literature which 
recounts sex and violence were equally com- 
mon a hundred years ago. 

The British have enjoyed a reputation 
for a very long time for being predisposed 
to "nervous ailments.” The Spanish phy- 
sician, Juan Huarte (1530-1589), offered 
an explanation for this alleged characteris- 
tic in his Probe of the Mind which he pub- 
lished in 1575. He postulated that the most 
favorable environment for the development 
of alert and contented minds was one char- 
acterized by a hot, dry climate, and that the 
opposite type of climate (cold, wet) was 
Most conducive to the development of “slow 
wits” and discontent. These two types of 
climate were best epitomized in Spain and 

. England, respectively. This explanation 
was widely endorsed until George Cheyne 
(1671-1748), a prominent London physi- 
cian, described “The English Malady” as a 
consequence of affluent living. He claimed 
that one third of his patients fell into this 

diagnostic category. Following is his in- 
= troduction to this syndrome in a book he 
published in 1734 (The English Malady). 


“A Reproach is universally thrown on 
| this Island by Foreigners, and all our 
Neighbors on the Continent, by whom 

Nervous Distempers, Spleen, Vapours 
| and Lowness of Spirits, are in Derision 
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called the English Malady. And I wish 
there were not so good Grounds for this 
Reflection. The Moisture of our Air, 
the Variableness of our Weather, (from 
our Situation amidst the Ocean) the 
Rankness and Fertility of our Soil, the 
Richness and Heaviness of our Food, the 
Wealth and Abundance of the Inhabi- 
tants (from their Universal Trade) the 
Inactivity and Sedentary Occupations of 
the better Sort (mong whom this Evil 
mostly rages), and the Humour of Living 
in great populous and consequently un- 
healthy Towns, have brought forth a 
Class and Set of Distempers, with atro- 
cious and frightful Symptoms, scarce 
known to our Ancestors, and never aris- 
ing to such fatal Heights, nor afflicting 
such Numbers in any other known 
Nation. These nervous Disorders bein; 

computed to make almost one third o 

the Complaints of the People of Condi- 
tion in England." 


Later in the 18th century, Dr. William 
Rowley offered a physiological theory to 
explain the mechanisms by which political 
freedom and over-indulgence in luxurious 
living could produce "nervous ailments,” 


“England, according to its size and 
number of inhabitants, produces and 
contains more insane than any other 
country of Europe, and suicide is more 
common. In other nations mankind are 
obedient under either military or re- 
ligious despotism and are educated from 
infants in implicit submission and non- 
resistance; in Britain everyone thinks 
and acts as he pleases; this produces all 
that variety and originality in the English 
character, and causes arts, sciences, and 
inventions to flourish. The agitations of 
passions, this liberty of thinking and 
acting with less restraint than in other 
nations, force a great quantity of blood 
to the head, and produce greater varie- 
ties of madness in this country, than is 
observed in others." 

The leading, and perhaps the first, psy- 
chiatrist of the early 19th century in Vienna 
was Baron Ernest von Feuchtersleben 
(1806-1849. He published a textbook 
which influenced the style of textbook 
writing followed by Griesinger and Kraepe- 
Iin, entitled The Principles of Medical Psy- 
chology in 1845. Itis more than likely that 
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Freud received his medical training in the 
atmosphere which von Feuchtersleben es- 
tablished at the University of Vienna, As 
did many others, von Feuchtersleben saw 
rampant dangers in the social influences of 
his day, seeing the advancing refinements 
of civilization, especially as shown in the 
educational practices of the time, as pro- 
ductive of increasing numbers of psychiatric 


"Every community, rising from its primitive state, presents the — 
strong contrast of high mental cultivation and social debase- E 


ment..." 


problems. This view was coupled with the 
common concept that more primitive people 
are free of these difficulties (not considering 
the possibility that their observations were 
colored by the fact that prosperous middle 
class people, and not primitive savages, seek 
medical attention for minor ailments). In 
his textbook, von Feuchtersleben brings out 
these points as follows: 


*A practical proof of the morbific 
wer of the emotions and passions is 
found in the frequent occurrence of 
psychopathies in times when all the ele- 
ments of social life are in a state of 
fermentation; in and after revolutions, 
when sudden changes of fortune, loss of 
property, worldly elevation and depres- 
sion fill the lunatic asylums, and produce 
a thousand cases of mental disorder 
which, in the general turmoil, remain 
unknown and unmentioned. And herein 
lies the answer to the question, why the 
number of mental diseases has increased 
with civilization? It is not civilization, 
but the increasing want which it brings 
in its train; partial education, passions, 
emotions, etc., all which set the mind in 
passive motion; the forced culture to 
which they lead; the over-indulgence— 
these contain the reasons of this fact. 
Civilization, as external education, is but 
a transition to culture as internal educa- 
tion; and in this first stage it produces 
evils for which it furnishes the remedy 
in the higher stages. It carries the poi- 
son and the antidote in the same 
hand... Nobody doubts that education 
furnishes a powerful momentum in the 


organization of this unhappy tend ín 
toward emotional disorders.” 4 


A prominent leader of 19th cen 
American psychiatry was Amariah Brig 
(1798-1849). He was one of the “original 
13 founders of the American Psychi 
Association (1843, then called the Associ 
tion of Medical Superintendents of Am 
can Institutions for the Insane), first edito 


of the American Journal of Psychiatry ( 
called the American Journal of Insa ) 
and superintendent of the state mental ho 
pital at Utica, New York. In 1832 he pul 
lished Remarks on the Influence of Mi 
Cultivation upon Health in which he m 
lated psychiatric problems to child-rea 
practices, The book was widely circu. 
and frequently cited by others during 
19th century. Following is an example 
his thinking: 


“This prevalent eagerness for in 
lectual improvement in a republic lik 
ours, leads to a constant search aft 
new and sure methods by which 
education of children may be promot 
Consequently we very frequently h 
novel plans proposed for the earlier 
more rapid development of the inf: 
mind, and see machines invented 
accelerating the progress of babes in 
acquisition of what is called use 
knowledge. Bookstores are filled 
innumerable works of instruction 
children while in infancy, and p 
anxiously resort to every method whi 
will enable their offspring to beco! 
prodigies in mental endowments, wh 
in every other respect they remain 
and delicate infants. . . . 

*Many physicians of great expe 
are of the opinion, that efforts to de 
the minds of young children are 
frequently injurious; and from inst: 
of disease in children which I have 
nessed, I am forced to believe that 
danger is indeed great, and that 
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often in attempting to call forth and 
cultivate the intellectual faculties of 
children before they are five or six or 
seven years of age, serious and lasting 
injury has been done both to the body 
and the mind.” 

Like Brigham, Isaac Ray (1807-1881) was 
one of the “original” 13 founders of the 
American Psychiatric Association, and also 
superintendent of the state hospital in 
Maine. He popularized the term “Mental 
Hygiene” in a book he published by that 
name in 1863. In his introduction, he an- 
nounces that “the present work is not of- 
fered as a systematic treatise on Mental 
Hygiene. Its purpose is mainly to expose 
the mischievous effects of many practices 
and customs prevalent in modern society, 
and to present some practical suggestions 
relative to the attainment of mental sound- 
ness and vigor”. The rather pious and 
self-rightous preachments contained in 
works of this sort were in sharp contrast 
to the viewpoints which Freud promulgated 
at the end of the century, and the marked 
disparity of the two viewpoints can help 
explain the cool reception which Freud met 
in official psychiatric circles in this country. 
Following is an excerpt from Ray's book: 


“In those primitive times when suc- 
cessful employment only required a 
certain acuteness of the senses and facul- 
ties common to man and the brutes, 
disease was not often induced in the 
brain by an undue exercise of its powers. 
Neither is mental disease common 
among those celebrated nations whose 
literature and art are still synonymous 
with learning and taste. e throngs 
that listened with eager ears to the 
prince of orators, and gazed on the 
noblest productions of the chisel, felt 
some stir of emotion, and treasured up 
for the hours of quiet meditation many 
an image of beauty and heroic virtue. 
Peradventure, they may have been led, 
by the thoughts that breathed and words 
that burned around them, to some manly 
resolve or noble endeavor. But they 
knew little of the mental toil and con- 
flict, the special effort and the steady en- 
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durance, which characterize the daily 
experience of the corresponding classes 
in our own time, who flock to a political 
gathering or a popular lecture, with 
what benefit they may, and gratify their 
sense of the beautiful by staring at 
the wax figures in the museum or me- 
nagerie. During the feudal ages, also, 
the masses had but little occasion to 
think; it was enough for them to obey. 
Their intellectual exercise was chi y 
confined to the services of religion, and 
even here they were required to be the 
passive recipients of the ideas and emo- 
tions of others.” 


In 1843 the „psychiatrists in the United 
States organized themselves into a national 
association which soon became dedicated 
to a campaign to induce state governments 
to assume responsibility for the building of 
mental hospitals (in place of local county- 
city responsibility, and in addition to pri- 
vate hospital operation), Dorthea Lynde 
Dix (1802-1887) began her campaign of 
lobbying in legislative assemblies for the 
same objectives in the same year. Oppo- 
nents to this movement stressed the cost to 
the taxpayers of building and operating 
these proposed state institutions. The is- 
sues thus raised led to studies of the in- 
cidence of psychiatric problems among the 
poor. The baneful mental health influ- 
ences of luxury, education and pleasurable 
living cited above seemed to imply that 
poor, uneducated people were immune to 
psychiatric tragedies. In the latter half of 
the 19th century, investigations of the poor - 
led to a surprising set of contradictory con- 
clusions, namely, that pauperism and men- 
tal problems were apparently related to 
each other. In 1854 the Massachusetts 
Commission on Lunacy authorized a study 
of this question, and a report was published 
which apparently was the work, chiefly, of a 
Dr. Edward Jarvis, and is often referred to 
as the “Jarvis Report.” Following are 
some excerpts from this report. 
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“The preponderance of mental defect 
and disease among the poor is unques- 
tionably shown by the comparison of 
the number of lunatics and idiots in 
the two classes. None could for a mo- 
ment suppose that the total of these 
classes, the independent and the pauper, 
are in this ratio. 

“The whole number of permanent and 
temporary paupers who were relieved 
or supported from the public treasury 
in Massachusetts, during the last year, 
was 23,125. At the same time the cal- 
culated population of the State was 
1,124,676, of whom 1,102,551 were in- 
dependent and self-supporting. These 
are in the ratio of one to forty-seven, 
whereas the lunatics are in the ratio of 
72.9 independent to 100 paupers. Com- 
paring these ratios, we find that the 
pauper class furnishes, in ratio of its 
numbers, sixty-four times as many cases 
of insanity as the independent class. 

“This proceeds out of a principle 
which is fixed in the law of our being— 
that poverty is not a single fact of an 
empty purse, but involves in various de- 
grees the whole man, and presents as 
many facts as there are elements of our 
nature that can be depreciated or per- 
verted. Insanity is, then, a part and 
parcel of poverty; and wherever that 
involves any considerable number of 
persons, this disease is manifested. 

“It needs no philosophy to show that 
some, perhaps many, lunatics, by their 
disease lose their power of self-suste- 
nance, and are thereby removed from 
the independent to the pauper class. 
The laboring but self-supporting poor, 
whose daily and monthly toil yields 
barely sufficient for their nourishment, 
gather no store and gain no capital to 
rest upon when production is suspended. 
Of course, when they cease to be pro- 
ducers, they become dependent on others 
for their support; and this is the more 
inevitable when that cause is sickness, 
which cuts off the supply and creates 
the necessity of a greater expenditure. 
In these families the income of the day 
is only sufficient for its ordinary support, 
and will bear no more burden. Any 
increase, then, of expense, must dimin- 
ish the comfort or the substenance which 
was before deemed necessary, or make 
demand upon their friends or the public 
for support. A 

*When the poor become thus sick 
and dependent, although friends may, in 
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some instances, be able and willing to 
step in and meet this expense, yet un- 
fortunately they, too, are generally poor, | 
and the public treasury is the only and 
the necessary resort for help; and es. ' 
pecially when any one becomes insane, 
the town or the State necessarily assumes 
the burden. Moreover, as this disease, 
more than others, is lasting, it would 
more certainly exhaust any little 
gathered store of the poor and the 
power and the patience of friends; and 
then, if the lunatic is not at once thrown 
upon the public, he must ultimately 
reach that end.” 


In response to the “Jarvis Report" from 
Massachusetts on the relation between 
"pauperism and insanity,” the American 
Journal of Insanity brought forth an edi- 
torial in its April 1857 issue entitled “Men- 
tal and Physical Characteristics of Pauper- 
ism.” Following are the introductory 
paragraphs in this editorial: 


“Poverty commenced with the world’s 
general advancement, and, as civiliza- 
tion has approached a higher state, the 
tendency of pauperism has been to in- 
crease in a greater or less degree. 
Hence, many countries that exhibit the 
highest state of mental cultivation, pre- 
sent to us, also, examples of the greatest 
degradation, in that nunibers of persons 
are found possessing the physical ability, 
yet destitute of the desire for self-sup- 
port. Travelers speak of equal destitu- 
tion in heathen countries, co-existing 
with mental darkness and physical de- 
terioration, with the difference in the 
latter that their people retain the strong 
instincts of self-preservation. 

“Every community, rising from its 
primitive state, presents the strong con- 
trast of high mental cultivation and so- 
cial debasement; and we come to 
perceive and to expect independence to 
be the accompaniment of intellectual 
superiority, and dependence of physical 
infirmity and deterioration, or mental 
defects. 

“The nature of dependence is of a 
two-fold character—that which may be 
considered unavoidable, and that for 
which society and the individual are 
together responsible. The causes from 
whence arises the great amount of un- 
avoidable poverty may be included un- 
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der the visitation of idiocy, lunacy, 
blindness, lameness, sickness, decrepi- 
tude, deaf-mutism, and old age. Society 
does not question the obligations it 
owes to its citizens thus unfortunately 
circumstanced. They are afflicted by 
a providence beyond their control: in 
many instances possessing the intellec- 
tual and moral strength essential to 
independence, they are debarred from 
this by reason of their infirmity. It is 
not with reference to this class, there- 
fore, that we have to do. Society is 
concerned in the investigation of the 
nature of that pauperism for which man 
is himself, to a great degree, responsible. 
It exists in connection, and is not 
incompatible, with high physical de- 
velopment, and in this respect differs 
materially from the destitution above 
mentioned. The large class of depen- 
dent persons here embraced are, equally 
with the former, destitute of wordly 
possessions; but the poverty of the 
former differs from the pauperism of 
the latter, still further, in that they are 
destitute of the desire for self-support 
or independence. The essential ele- 
ment of the condition of this class is in 
their mental constitution; and an exam- 
ination reveals this to be in the impair- 
ment of the moral and intellectual 
strength of the individual. 

“In surveying society at large, we find 
this character of pauperism confined 
principally to a single stratum. This 
exists throughout its entire extent, and 
is formed chiefly from the disintegration 
of the elements above. It outcrops, so 
to speak, at alms-houses and jails, and, 
unless looked after, may pass unrecog- 
nized. The characteristics of this class 
are, indifference to self and to physical 
comfort: desire for self-support is want- 
ing: there is a lack of capacity for self- 
preservation, which is evinced in the low 
grade of vitality that exists, and in the 
circumstance that this class suffer 
largely during the prevalence of epi- 
demics, from their inability to resist 
disease. The persons composing this 
class are unable to govern themselves, 
or direct their energies. They feel en- 
tirely indifferent to society, and seek 
to hold no relations to it, other than 
dependence upon it. . + + i 

“They possess but one quality in com- 
mon with their more fortunate fellow- 
citizens, in that their appetite is as 
strong, their digestion as good, their 
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muscle as vigorous, and their love of life 
as dear. There is one principle, only, 
uniformly influencing and animating 
them—the instinct of self-preservation. 
«+ They are exposed, and fall easy vic- 
tims to all the sources of what may 
be regarded as avoidable pauperism; 
as intemperance, debauchery, idleness, 
and vagrancy. 

“These causes are constantly opera- 
tive in furnishing material for alms- 
houses, magdalen asylums, houses of 
refuge, jails and prisons. Though act- 
ing directly upon the individual under 
the operation of them, their remote or 
secondary influence is equally, if not 
more, detrimental to the healthful con- 
stitution of society. Pauperism does not 
necessarily incapacitate for marriage, or 
impair the function of reproduction; 
and, consequently, there results a num- 
berous offspring, whose after-relation 
to community will depend very much 
upon the earlier impressions they re- 
ceive. Born of parents who recognize 
few social and moral obligations, it is 
not to be expected that they will, grow- 
ing up under such supervision, imbibe 
from them their true relation to society. 
They are born with low mental and 
often feeble physical organizations; they 
develop imperfectly: are insufficiently 
nourished: and are habituated to scenes 
of wretchedness in early life: conse- 
quently, at an early age they come under 
the disposal of the public authorities, as 
the children of intemperate, destitute, 
and vagrant parents; and, as they grow 
older, form the body of the great class 
denominated the indigent and destitute.” 


Later in the 19th century the middle class 
conscience became increasingly prodded 
into a recognition of the social problems of 
poverty and industrial labor. Following on 
the footsteps of the “Jarvis Report” came 
others which identified problems of various 
types with poverty. A notable example was 
the book named The Jukes which pur- 
ported to be an investigation of a particular 
family in which many varieties of social 
problems were rampant. R. L. Dugdale 
wrote this book for the Executive Commit- 
tee of the Prison Association of New York. 
In spite of the obvious moralistic bias and 
unsophisticated method employed in han- 
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dling statistical data, the ideas embodied 
in this report were widely respected for 
many years afterward. Following are ex- 
amples of the concepts contained in the 
book: 


A STUDY IN CRIME, PAUPERISM, 
DISEASE AND HEREDITY 


“Heredity and environment are the 
parallels between which the questions 
of crime and public dependence and 
their judicious treatment extend: the 
objective point is to determine how 
much of each results from heredity, 
how much from environment. The 
answer to these determines the limits 
of possibility in amending vicious lives, 
and the scrutiny will reveal some of 
the methods which the present organ- 
ization of society automatically sets in 
motion, which, without conscious design 
nevertheless convert harmful careers 
into useful ones. The discovery of 
such spontaneous social activities will 
furnish models to be followed in deal- 
ing with the unbalanced. 

*Now heredity takes two leading forms 
that need to be contrasted; consanguin- 
ity and crossing, each presenting modi- 
fied results. Environment may judi- 
ciously be divided into two main 
branches: the surroundings which throw 
men into criminal careers and keep 
them out. These two natural divisions, 
with their subdivisions, form the key- 
note to the present inquiry . . . 

“Fornication, either consanguineous 
or not, is the backbone of their habits, 
flanked on one side by pauperism, on 
the other by crime. The secondary 
features are prostitution, with its com- 
plement of bastardy, and its resultant 
neglected and miseducated childhood; 
exhaustion, with its complement intem- 
perance and its resultant unbalanced 
minds; and disease with its complement 
extinction. 

“The habitat of the ‘Jukes’™—The 
ancestral breeding-spot of this family 
nestles along the forest-covered margin 
of five lakes, so rocky as to be at some 
parts inaccessible. It may be called one 
of the crime cradles of the State of New 

York; for in subsequent examinations of 
convicts in the different State prisons, a 
number of them were found to be the 
descendants of families equivalent to the 
‘Jukes,’ and emerging from this nest. 
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Most of the ancestors were squatters 
upon the soil, and in some instances 
have become owners by tax-tile or by 
occupancy. They lived in log or stone 
houses similar to slave-hovels, all ages, — 
sexes, relations and strangers ‘bunk. 
ing’ indiscriminately. One form of 
this bunking has been described to me. 
During the winter the inmates lie on 
the floor strewn with straw or rushes | 
like so many radii to the hearth, the | 
embers of the fire forming a centre to- 
wards which their feet focus for warmth, 
This proximity, where not produci 
illicit relations, must often have evolved 
an atmosphere of suggestiveness fatal 
to habits of chastity . . . 

“Sometimes I found an overcrowding . 
so close it suggested that these dwellings — 
were the country equivalents of city 
tenement houses. Domesticity is impos- 
sible. The older girls, finding no pri- 
vacy within a home overrun with 
younger brothers and sisters, purchase 
privacy at the risk of prudence, and the 
night rambles through woods and tang- 
les end, too often, in illegitimate off- 
spring. During the last thirty years, 
however, the establishment of factories 
has brought about the building of houses 
better suited to secure domesticity, and 
with this change alone, an accompanying 
change in personal habits is being in- 
troduced, which would otherwise be 
impossible. 

“Crime and Pauperism Compared.— 
The ideal pauper is the idiotic adult 
unable to help himself, who may be 
justly called a living embodiment of 
death. The ideal criminal is a courage- 
ous man in the prime of life who so 
skilfully contrives crime on a large scale 
that he escapes detection and succeeds 
in making the community believe him 
to be honest as he is generous. Between 
these two extremes there are endless 
gradations which approximate each 
other, till at last you reach a class who 
are too weak to be contrivers of crime, 
and too strong to be alms-house paupers; 
they are the tools who execute what 
others plan and constitute the majority 
of those who are found in prison during 
their youth and prime, and in the poor- 
house in their old age. These men prefer 
the risks and excitements of criminality 
and the occasional confinement of a 
prison where they meet congenial com- 
pany, to the security against want and 
the stagnant life of the alms-house.” 
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Statement on Marriage Counselors 
Approved by the NAMH Executive Committee, May 23, 1970 
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With the current state of knowledge, it is difficult to be definite as to the qualifications 
for marriage counselors. Far more research is needed to learn what constitutes effective 
intervention and to identify what skills are necessary to that process. 

We do know that serious marital disharmony often gives rise to or is symptomatic of 
significant emotional upset. This clearly indicates that the person providing formal 
marriage counseling should be related to a broader system of mental health care. 

We are also strongly persuaded that it is premature to think of marriage counseling 
as a separate profession or discipline. The issue of whether a person is qualified to 
deal with the emotional crisis of marital discord begins with whether the person has 
been trained to intervene in emotional crises in the first place. One is not a marriage 
counselor per se. ] 

The qualifications for marriage counseling, as currently described by the American 
Association of Marriage Counselors, seem to us to provide a reasonable test of whether 
a person might be equipped to provide marriage counseling. That organization holds 
that counselors should, in the first place, be fully qualified to practice the profession in 
which they achieved their original graduate training. A minimum of a Master's degree 
in social work, an M.D., or Ph.D. in psychology, sociology or a closely related field, 
a B.D. or other recognized three-year graduate degree from a theological seminary is 
required. For such persons, an additional year of clinical internship followed by a 
period of three years of professional practice is recommended. i 

It is recommended by the NAMH Professional Advisory Council that the local profes- 
sional advisory committee of the Mental Health Association be consulted when the 
Mental Health Association enters into discussion about the issue or into amy form of 


local evaluation and action. 
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R. Bruce Sloane, M.D. 
Diana Frank Horvitz, B.A. 


Marital Counseling 


This paper is a background piece prepared by Dr. Sloane and. Mrs. 
Horvitz and used in the formulation of the final NAMH policy 


statement. 


Introduction 


Marital counseling has been defined as 
"the learned art in which professionally 
trained persons have acquired certain basic 
knowledge, attitudes and skills and have 
integrated these into a disciplined capacity 
to use themselves therapeutically with in- 
dividuals or couples seeking help with in- 
trapersonal or interpersonal problems of 
adjustment."9 The practitioner is sup- 
posedly a meneschkenner with a working 
understanding of "the affectional, sexual, 
economic, ethical, and religious facets of 
marriage as well as a better than average 
grasp of the principles of physiological and 
personality growth, psychodynamic theory, 
sociology, and role theory and cultural and 
ethnic factors as they affect the marital 
relationship." Such a cornucopia may 
merely indicate that the multidisciplinary 
field, as yet lacking its own theory and not 
yet fully accepted by the establishment, is 
groping for its own identity. Gerhard 
Neubeck ?! sums up the present situation: 

Marital counseling can be said to be the 


illegitimate child of gynecology and the 
Household Finance Corporation legiti- 


Dr. Sloane is Chairman and Professor, Department 
of Psychiatry, Temple University Health Sciences 
Center, Philadelphia, Pennsylvania 19140. Mrs. 
Horvitz is a Research Assistant in the Department 
of Psychiatry. 
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mized by the mental hygiene move , 
It was baptized in the healing waters 
pastoral counseling, suckled occas' 
ally by sociology, confirmed by psyc 
therapy and social casework and alway 
supported by a godmother, the Ladiei 
Home Journal. Last observed, this 
was a robust juvenile, growing rapidi 
away from its dubious origin. 


Theory and Practice 


Much information about marriage has 
been derived, in particular, by sociologists 
the areas of love, courtship, family behavior 
and parenthood. As yet such knowledg 
provides merely rough guideposts to healthy 
and unhealthy mariage and child rearing 
practices. "Preventive" psychiatry remains 
a touchstone of faith and most therapy 
empirical. However, the last decade ha 
shown a trend of all therapy toward treal 
ment of the group and family and 2 
from preoccupation with the individual? 
Neubeck ?1 sees marital illness more as the 
dysfunctioning of a system than the prodi ct 
of two sick personalities where the conflict 
is viewed as a neurotic interaction Of 
partners seeking to meet each other's con 
scious and unconscious needs.?® 


Relationship to Other Therapies 


(a) Psychotherapy 
Marital counseling has been refered 
as a form of short term psychotherapy T 


» 
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9, 10, 11, 12, 13,14 in which ego and superego 
support from the therapist play important 
roles. It is strictly a here and now tech- 
nique carried out at a conscious level and 
usually practised by a social worker, physi- 
cian or clergyman rather than a psychia- 
trist. Wortis 28 suggests that only a minority 
of cases actually require psychiatric help. 


Most people coming to . . . clinics want 
general information . . . it is my belief 
that marriage counsel clinics are best 
organized outside of psychiatrie insti- 
tutions under close supervision of psy- 
chiatrically trained physicians. ‘00 
many people are afraid of the connota- 
tions of psychiatry and will not avail 
themselves of such hospital-linked clin- 
ies. The psychiatrist may be called in 
for the more difficult personality prob- 
lems ... but most of the routine work 
can be carried out by the properly 
trained physician, the properly trained 
marriage counselor, and the liberal 
and enlightened clergyman. 


However, marital disharmony may be 
symptomatic of underlying psychiatric dis- 
order and this may require more specialized 
treatment.* 


(b) Group and Family Therapy 


Gradually, preoccupation with intra- 
personal processes has been replaced by the 
realization that emotional problems are 
not monadic, but rather dyadic, or small 
group phenomena. Thus individual 
psychotherapy has increasingly given way 
to group and family approaches. 

Where divorce is pending or where thé 
marital problem is particularly critical, 
Whitaker and Miller ? point out the neces- 
sity of involving the spouse in treatment. 

Group treatment of married couples 1% 1$ 
1t has been claimed successful. Papanék?* 
found success by placing one maried couple 
so. jul o —— 


* Refer to Professional Advisory Committee state- 
ment. 
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in a group of unmarried, and Westman, et 
al.26 systematically varied the form of group - 
therapy by placing the couple alternately 
in the same and separate groups. 

In addition to such variations of group 
marital therapy, there are reports of family 
members included in some sessions? * 
group treatment of individuals who are 
related in some way to each other? or in- 
troduction of a patient’s marital partner to 
a previously private session, and constel- 
lation therapy?® which includes in the 
therapy situation individuals close to the 
couple but not necesarily members of the 
family. 

These variations would seem to fall into 
the general rubric of family and group 
therapy and to lack specificity to marital 
counseling. 


Professional Organization and Training 


Peterson underlines that there was no 
professional marriage counseling twenty-five 
years ago. Emily Mudd was a biochemist, 
Francis Bruce Strane a religious educator, 
and Dena Kavionky a gynecologist." He be- 
lieves the uniqueness of family counseling 
lies in working with the relationship be- 
tween man and wife. In practise it seems 
likely that many therapeutic strategies 
would be applied. The American As- 
sociation of Marital Counseling holds 
that counselors should, in the first place, 
be fully qualified to practise the profes- 
sion in which they achieved their original 
graduate training. A minimum of a 
master’s degree in social work, an M.D, 
or Ph.D. in psychology, sociology or a 
closely related field, a B.D. or other recog- 
nized three-year graduate degree from a 
theological seminary is required. For such 

ns an additional year of clinical in- 
ternship followed by a period of three years 
of professional practise is recommended. 
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For many years there have been two post- 
graduate training centers: the Merrill 
Palmer Institute at Detroit, and the Divi- 
sion of Family Study and Marriage Counsel 
at the University of Pennsylvania in Phila- 
delphia. Training in marriage counseling 
has also been available in doctoral pro- 
grams at a number of universities including 
the Departments of Family Life of Colum- 
bia, Purdue, Minnesota, and Florida State, 
the Department of Sociology at Southern 
California, and the Department of Educa- 
tion at the University of Pennsylvania. 
There are two additional American Asso- 
ciation of Marital Counseling staff training 
programs at the American Foundation of 
Religion and Psychiatry in New York, and 
the Marriage Counselling Centre in Mon- 
treal, Canada, Despite the increasing avail- 
ability of such programs a minority of the 
members of the AAMC have received spe- 
cial training in the area5 The majority 
counsel as a bi-product of their primary 
profession. 

Formal training in family life has re- 
cently been available in at least one medical 
school. At the University of Pennsylvania 
five programs dealing with the relationship 
between family attitudes, sexual behavior, 
etc, are offered by the Division of Family 
Study,20 

Ministers of religion have always con- 
sidered pastoral counseling a basic respon- 
sibility but in the last decade or two have 
become more aware of their need for coun- 

seling skills. In response to this interest, 
seminaries have initiated Departments of 
Pastoral Care and Guidance and have be- 
come implicated in a variety of training 
programs.17 The National Institute of 
Mental Health sponsors programs in Min- 
nesota, Pennsylvania, and at the Menninger 
Foundation and the Merrill Palmer School. 

Social work, often through family agen- 
cies, has long been concerned with marital 
problems. The Family Service Association 
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of America has recently sought to consoli- 
date and integrate some of the unformu- 
lated knowledge in marital counseling in 
the hope that it would lead to development 


of theory and research.17 


Conclusion 


It would seem at present that there js 
a considerable body of theoretical and e 
perimental knowledge of the social inter- 
actions of people in small groups. Un- 
doubtedly such knowledge will enrich ap- 
proaches to group and family treatment 
and, in particular, to that of spouses, 
yet, however, it seems that it is too early 
to point to a specific area of treatment 
"marital counseling" or to an individual 
as a specific “marital counselor.” Un- 
doubtedly to practise marital counseling. a 
minimum training such as outlined by the 
American Association of Marital Coun- 
selors seems essential. However, it should 
be stressed that practitioners should first be 
qualified in their basic discipline and that 
they might better be considered and judged 
as therapists along this dimension. In this 
way they would be general clinicians first 
with added interest, training, and experi- - 
ence in marital counseling. Thus it would — 
seem desirable to proselytize skills and 
knowledge in this area to physicians, psy- . 
chologists, social workers, ministers of reli- ; 
gion and lawyers, and perhaps others, bu 
premature to weld yet another sub-specialty É 
and particularly to dignify this at the pres- 
ent time with state license laws. California, 
with over one thousand licensed counselors, 
and Michigan have led the way with licens- 
ing laws. Other states, especially New York 
and New Jersey, are moving in that direc- 4 
tion It is likely that the thrust of federal 4 
programs toward the funding of health and | 
family care will lead to increasing legisla- - 
tion in this area, Mh 
In the last decade, and increasingly in — 
the last five years, the psychotherapies have — 
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been burgeoning, blossoming, sprouting, 
entangling and even, perhaps, strangling 
each other. Such growth is healthy. Pre- 
mature regulatory rules and licensing are 
more likely to fallow than to fertilize the 
field. 
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Pastoral Counseling: The Role of the Clergy 
in Mental Health 


Many surveys have shown us the extent to which troubled and emotionally disturbed 
persons turn to the clergy as the first source of help; and the lives of perhaps the 
majority of Americans are, at least to some extent, sustained and nourished by the 
liturgical and preaching function of a religious institution and religious leaders. 

In addition to liturgical and preaching functions, there has been considerable growth 
in recent years of formal religious activity directed at the solution of social, as well as 
spiritual, problems. To the extent that mental disorders are related to social problems, 
the clergyman who preaches social justice and acts to change social problems may be 
promoting mental health. 

It is important to recognize, then, that the practice of pastoral counseling represents 
only one aspect of the mental health role of the clergyman, and it is important that 
this specialized function be within the context of his total role. 

The Mental Health Association, therefore, has a part to play in the continuing educa- 
tion of clergy in the field of mental health. 

This role is a supportive one to such other pastoral organizations concerned with 
continuing education of pastors as the Academy of Religion and Mental Health, the 
American Association of Pastoral Counselors, the Association of Marital Counselors, the 
American Association of Mental Health Chaplains, the Association for Clinical Pastoral 
Education, the Department of Ministry, Vocation and Pastoral Services of the National 
Council of Churches, the American Foundation of Religion and Psychiatry, and the 
Postgraduate Center for Mental Health through its Department of Community Service 
and Education. 

The local MHA should consider the practicability of furthering the role of the clergy 
in the field of mental health by the following means: 

1) emphasizing and supporting continuing education for members of the clergy via 
local workshops and seminars, scholarships, stipends for continuing training, and defini- 
tion of goals and coordination of training programs; 

2) encouraging cooperation between psychiatric services of the community and the 
social services of the neighborhood church so that both groups are fully aware of the 
available mental health resources. 

It is the recommendation of the NAMH Professional Advisory Council that the local 
Mental Health Associations’ professional advisory committees be consulted when devel- 
oping mental health program activities for the clergy. 


MENTAL HYGIENE 


R. Bruce Sloane, M.D. 
Diana Frank Horvitz, B.A. 


Pastoral Counseling 


This paper is a background piece prepared by Dr. Sloane and Mrs. 
Horvitz and used in the formulation of the final NAMH policy 


statement. 


Introduction 


For many years clergymen and psychia- 
| trists sought a rapprochement. They asked 
each other whether there could be an effec- 
tive therapy combining the knowledge of 
both areas. Until some twenty years ago the 
answer was usually no and the two fields 
were seen as incompatible. Religion, it 
was thought, was concerned only with in- 
flexible doctrines of the transcendental 
dimension of man as a product of God's 
divine work in the world. Religious 
thinkers felt that psychiatrists im their 
permissiveness and nonjudgemental at- 
titudes were not moral. Freudian psychi- 
atry, which referred to religion as an il- 
lusion, characterized ritual as obsession, 
and reduced God to a “father image" 1° was 
particularly offensive to the clergy. Many 
clergymen, such as the Reverend Allan W. 
Clark, maintained that psychiatry could 
never be a substitute for complete salva- 
tion through the giving of one's self to 
Jesus Christ. ... "After all,” Clark wrote, 
"one can hardly expect a self-focusing 
technique to give freedom to a person 1m- 
MENMEÉERL 
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prisoned in self centeredness . . . [only] a 
committed faith in God can transform an 
affected, disturbed person into a new life 
without assistance of other mental and 
emotional therapies." 

In turn, psychiatrists looked upon mem- 
bers of the clergy as representatives of 
outmoded institutions and world views 
no longer tenable. They attributed much 
mental illness to the legacy of guilt in- 
duced by the moralistic preachings of the 
Protestant ethic. They argued that they, 
unlike the clergy, attempted to be scientific 
and empiric in their work. 

Gibson 4 describes the schism between 
the two: 


Let us begin by being ve honest 
about the obstacles to our friendship. 
We are foreigners who speak different 
languages, springing from different her- 
itages and folkways! We have our dif. 
ferent hagiologies, our separate saints. 
We both have the constant temptation 
to harden our insights into doctrines. 
Each group has ways of excommunicat- 
ing those who challenge its most cher- 
ished assumptions. 


Professional Liaison 
The founding of the Academy of Religion 
and Mental Health in 1954 provided a 
forum for the two professions to discuss 
their mutual concerns of human well-being, 
emotional health, personal self-realization, 
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and the meaning of life. At the time of 
the initial proposal for the organization, 
it was estimated that over half of the 
emotionally sick people of the country 
turned first to clergymen for guidance. 
(Like all such estimates the figure is im- 
possible to verify) One hundred and 
eighty three thousand out of more than 
323,000 ordained clergymen in the United 
States were active in parish work and 93 
milion Americans were members of 
religious organizations. The proposal 
called for “a worldwide fellowship of man- 
kind recognizing upon an inter-faith basis 
the maturational, healing, and unifying 
principles of God, however He be under- 
stood, in the growth and differentiation of 
the individual as a whole and of the total 
society of which he is a member." Al- 
though the groundwork for such an alliance 
had been laid before the 1950s, this move- 
ment was prompted by the re-examination 
by psychiatrists of Freudian psychoan- 
alysis in relation to the spiritual life of man, 
and the growing emphasis on the part of 
men of religion on individual personal 
philosophy and theology as part of total 
health. 

The Academy has been particularly con- 
cerned with the philosophical implications 
of relations between religion and psychiatry 
and conducts annual symposia in this area. 
At the first symposium in 1957, a Protestant 
minister, a Catholic priest and a rabbi were 
called upon to state their views of the re- 
lationship of their respective theologies to 
the goals of mental health.1 The Protestant 
minister said that religion and psychiatry 
have much in common and can work to- 
gether to achieve a common goal since true 

religion is therapeutic. When man knows he 
is loved and accepted by his God, he rea- 
soned, he is released from fear and is able to 
realize his own potential, love and accept 
others, and be healthy. The priest added 
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that although theology deals with the spirt 
and soul rather than with the empirical 
concept of the psyche, which theology calls 
sensuality, theologians cannot be expected 
to understand the natural law of the soi 
without relying upon empirical information; 
from behavioral scientists. The rabbi 
stated that Judaism, having no theology 3 
other than a code of conduct and rules to | 
live by, is synonymous with good mental 
health; it is the command of Judaism that ` 
selfrealization and becoming human is 
what makes man righteous, therefore moral, i 
therefore mentally healthy. These state- 
ments are typical of the ecumenical efforts 
of the Academy of Religion and Mental 
Health to promote understanding and com- ^ | 
munication between religion and psychiatry, - 

Klausner 1° pointed to the growing dis- — 
satisfactions of ministers with the church 
and of psychiatrists with psychiatry causing - 
them to shift reference groups as members _ 
of each field look toward each other for | 
alliance and support. Psychiatrists with qm 
religious outlooks tended to advocate re: Pa 
ligious goals and ministers with psychiatric 
viewpoints psychiatric goals. ‘ 


Pastoral Counseling 


In 1845 Dr. Amariah Brigham wrote, “We — 
hope to see chaplains thus qualified attached 
to every large asylum for the insane. We 4 
believe they would be eminently useful.” # 
However, clinical pastoral training as we 
know it today did not begin until 1924. 
Anton Boison,?? the first clergyman to have 
clinical experience before he became a 
mental hospital chaplain, stressed the fact 
that clinical skill could be achieved only 
through service, and he demanded that his 
theological students work as ward atten- 
dants. His ideas in this area, echoed today 
in modern pastoral education, were the — 
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most progressive of his time and certainly 
many steps ahead of Amariah Brigham's 
mild endorsement of the clergy in mental 
hospitals eighty years earlier, 

In the religious setting, pastoral counsel- 
ing involves applying religious insight to 
the problems of day to day living and re- 

‘quires the clergyman not to confuse re- 
ligious identity with psychological sophisti- 
cation. He gives advice with the intent 
that changes can be brought about through 
new religious understanding in the context 
of a relationship with another person and 
is not concerned with intrapsychic conflict. 
He must also know how and when to refer 
a parishioner for appropriate psychiatric 
help. These are basic skills in evaluation 
which can be covered during regular sem- 
inary training. 

Today, practically all of the clergymen 
serving in full or part time counseling 
positions have had extended training in 
counseling beyond the professional degree 
for the ministry. Counseling as a full time 
career is usually pursued through a mini- 
mum of one year's internship training pro- 
gram at one of the nation's centers for 
pastoral counseling affiliated with teaching 
hospitals. 

In addition to the Academy of Religion 
and Mental Health, there are now at least 
ten interdisciplinary service organizations 
which provide forum and leadership, 
pastoral care training, and services to the 
public. These are in addition to the sem- 
inary and school sponsored pastoral train- 
ing programs and those of local mental 
health associations. 


The Changing Role of the Church 


Many churches are now providing leader- 
ship in social issues, but until recently ef 
forts to involve the clergy in. community 
health programs have been minimal. This 
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lack of involvement is surprising in view 
of the changing image of the pastor from a 
counselor and leader to instigator of social 
change. 

The Negro church, long a product of its 
own social milieu, has always been a source 
of “therapy” for black people. The emo- 
tional outlet which religion offered the 
black people throughout their history in 
the United States had provided an escape 
for pent up frustrations and aggression 
created by a segregated society. The segre- 
gated church provided black people with 
an opportunity for self-expression and lead- 
ership denied within the white community 
and attempted to introduce into Negro 
society a patriarchal element by making 
pastoral leadership a male domain. 
Furthermore, for many years the church 
was the only community institution in 
which the black man could vote. 

After the Civil War the church came to 
dominate the social and political life of 
Negroes, a movement which has found its 
most recent expression in the fight for civil 
rights. Fichter"! describes the change 
which has taken place within the black 
church: 


What has come to the fore in the civil 
rights moyement is the prophetic, crea- 
tive and positive role of religion, which 
has long been reco) ized almost exclu- 
sively in the area o personal piet; and 
family morality. That the church has 
also a positive social function in the 
Jarger society has not always been 
clearly understood, perhaps because the 
society is much more morally complex 
than the individual human being. To 
be against sin, personal and social, is 
only one aspect of genuine religiosity. 
To be for virtue, personal and social, is 
a morally inalienable imperative of the 
church and its members. . . . Change 
and development have not led to an 
abandonment of the “old time” religion 
or of the eternal truths, as some rigid 
racists would claim. We have not di- 
luted or repudiated genuine religious 
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truths, principles and values. We have 
reviewed them in light of new knowl- 
edge about psychological and sociologi- 
eal phenomena." 


The Pastor and Community Psychiatry 


Recently some efforts have been made to 
link pastoral care and training to com- 
munity mental health and the problems of 
the urban ghetto. 


In this area of community develop- 
ment the clergyman has a significant 
contribution to make. His wider parish 
is the community. To his skill in hu- 
man relations, counseling, and group 
process will need to be added disciplined 
study and competency in the technology 
of planned communities. Within his 
community-wide base, he will need to 
know how to assess needs, and then to 
mobilize resources, and to help orches- 
trate various social systems toward com- 
munity enrichment.5 
The Postgraduate Center for Mental 

Health offers a 15-session course in “Special 
Problems in Pastoral Counseling.” This 
course deals with the problems of aging, 
addictions (drug, alcohol, and gambling), 
and homosexuality and reflects the concern 
of the center with providing community 
mental health services and the impact of 
the clergyman on the mental health of the 
community. The American Foundation 
for Religion and Psychiatry is now spon- 
soring urban counseling centers, one for 
example in Harlem. At the Menninger 
Foundation the Program of Training in 
Pastoral Work extends into community 
institutions including churches, boys' in- 
dustrial schools, a retirement center, and 
Catholic Charities, In the urban area of 
Philadelphia the Academy of Religion and 
Mental Health has sponsored a three year 
program in which more than five hundred 
clergymen received training in (1) clarify- 
ing the duties of the pastoral counselor, (2) 
dealing with emotional problems in chil. 
dren, and (3) understanding the impact of 


. modern psychiatry and psychoanalysis on 
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traditional theological teaching? At Tem. 
ple University black seminarians receive 
training under the auspices of a mental 
health center. At one comprehensive com. 
munity mental health center in Kansas? 
the mental health needs of the catchment 
area and those of the Mennonite churches 
in the area have been met by a group of 
Mennonite clergymen who are members of 
the mental health staff. 


Conclusion 


It is likely that in the present era of 
social change the clergy may become in- 
creasingly involved in mental health activ- 
ities. It is likely that the community mental 
health movement will direct clergymen 
interested in mental health more to activ- 
ities in this area than to personal counsel- 


ing. 
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Principles for Mental Health Provisions 


in National Health Insurance 
Adopted by the NAMH Board o f Directors, June 1 9, 1971 


This Association has devoted a large pro- 
portion of its energies in recent years toward 
fostering the growth and development of com- 
prehensive community mental health centers. 
We have worked in the communities to plan, 
organize, and facilitate; we have worked in the 
States to plan, enact enabling legislation, and 
advocate; and we have worked nationally on 
federal legislation and financing, and on stan- 
dards and education. 

This revolution in mental health care is now 
about 20% completed. We continue to be- 
lieve that realization of its goal of complete 
national coverage is the highest national men- 
tal health priority today. 

The prospect of enactment of "National 
Health Insurance" presents at once an oppor- 
tunity and a threat, for, depending on its 
terms, it can act as a powerful stimulant to 
the development of comprehensive community 
mental health centers, or it can result in their 
economic starvation. Stimulation of growth 
would result if compensation for treatment in 
tbese settings is given favorable terms. Starva- 
tion would occur if a program is adopted with 
little or no mental health coverage followed by 
withdrawal of existing federal financing of 
comprehensive community mental health cen- 
ters. 

We must, therefore, carefully scrutinize each 
proposal for federal financing of health care 
with this over-riding question in mind: 


Will its enactment facilitate the de. 
velopment of comprehensive commun- 
ity mental health centers? 


At the same time, we realize that the present 
proposals for national health insurance are 
based on historic roots, and we must be alert 
to urge appropriate coverage for mental health. 

Private health insurance programs were orig- 
inally conceived and sold to compensate hos- 
pitals and doctors treating patients in hospitals 
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for services rendered to subscribers. Coverage | 
has increased over the years including more 
services and for longer periods of time. 

Mental health coverage has been added to 
many of these policies in recent years. In most 
instances, there were (and are) sharp limitations 
as to scope and duration of coverage, 

This pattern, essentially hospital and surgeon 
oriented with mental health provisions appear- 
ing as limited addenda, has carried over into 
the Medicare and Medicaid provisions of the 
Social Security Act. The result has been con- 
tinuing discrimination against the mentally ill. 

We are strongly Opposed to this pattern of 
discrimination and are pledged to influence or 
alter proposals dealing with national insurance 
to deal more comprehensively and intelligently 
with mental illness, 

We believe that the following principles 
should govern the intelligent and humane cov- 
erage of mental illness in any program of 
national health insurance: 


1. Scope 


Programs in mental illness should cover a 
broad range of activities including prevention; 
active treatment, both in-patient and outpa- 
tient; rehabilitation and long-erm care and 
there should be continuing evaluation of all 
Programs. Collateral services to families of 
the mentally ill should be included. 

We cannot accept another insurance pro- 
gram which, in the name of economy does not 
in fact insure individuals against intolerable 
losses. This is neither humane nor financially 
defensible. 


2. Limitations 


There should be no limitations as to age, 
Sex or condition. Any limits on mental health 
services should be structured to encourage the 
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development of community mental health cen- 
ters and to discourage over-utilization on the 
part of the patient or the provider. Limitations 
should be determined by regulations based on 
dinical experience and subject to approval of 
Citizens’ Boards. 


3. Professional Services 


Payment should be provided for individual 
visits to psychiatrists and other qualified thera- 
pists. "There should be no patient fee or co- 
insurance for at least the first seven visits per 
spell of illness. 


4. Clinical. Out-Patient Services 


There should be full compensation for serv- 
ices rendered in qualified clinics, or comprehen- 
sive mental health centers. Home visits by 
qualified staff members of such facilities should 
also be covered.  Reimbursed services in a 
dinical out-patient setting should include serv- 
ices provided by all personnel necessary to the 
treatment program. 


5. Partial Hospitalization 


Costs of partial hospitalization should be fully 
paid without regard to the setting, subject only 
to qualification. 


6. In-Patient Services 


Provisions for coverage of in-patient services 
should be structured to encourage: 


a. Evolution and development of comprehen- 
sive community mental health centers, and 


b. Improvement of public mental hospitals. 
There should be a requirement that these two 
systems be adequately linked so as to provide 
a continuum of services to all. 


1. Prescribed Drugs 


Prescribed drugs should be available without 
Separate charge to the consumer. 
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8. Education and Consultation y 
Research and Evaluation 


The important functions of education, con- 
sultation, research and evaluation should con- 
tinue to be funded through grant mechanisms. 
"They should be encouraged in all mental health 
settings. 


9. Manpower and Training 


To be truly effective, any final plan must 
automatically influence and facilitate the re- 
cruitment, training and geographical distribu- 
tion of all categories of manpower necessary 
to a comprehensive mental health program. 


10. Citizens Boards 


There should be boards of citizens with ulti- 
mate responsibility for governing the program, 
They should set standards and establish con- 
tinuing vigorous evaluation of all providers. 
This must include both individuals and organ- 
izations who seek payment under National 
Health Insurance. There should be substan- 
tial representation on all the Citizens’ Boards 
from minority groups and the poor and from 
professional and lay persons with knowledge in 
mental health and mental illness. Laymen so 
serving should not be engaged in providing 
services to the mentally ill and should constitute 
a majority of the Boards. 


11. Method of Payment 


The program must permit participation by 
qualified providers with options as to pre-pay- 
ment or compensation for services rendered, 

As programs emerge which are demonstrably 
more efficient than others they should be re- 
warded by preferential funding. 


12. Discrimination 


All providers shall be required to provide 
services to all persons regardless of race, creed, 
color, national origin or ability to pay without 
exceeding the established rates of reimburse- 
ment. 


Book Reviews 


Marriage in Life and Literature 
By Robert Seidenberg, M.D. 


New York: Philosophical Library, Inc., 
1970. 302 pp.; $5.95. 


Dr. Robert Seidénberg is a practicing psy- 
choanalyst with à strong commitment to modi- 
fying the forces in society which impinge on 
the rights of individuals and interfere with 
their freedom to grow. In “Marriage in Life 
and Literature,” he has put together a collection 
of essays, most of which have been previously 
published in psychiatric and psychoanalytic 
journals. While retaining the psychoanalyst’s 
view that there are “no substitutes for the work 
and the agony involved in the confrontation 
of one’s history,” Dr. Seidenberg stresses the 
need of the therapist to bé aware of the social 
institutions which have a bearing on the prob- 
lems of the individual. In this book he focuses 
Sharply on the institution of marriage, a social 
contract in Which the freedoms and rights of 
the two participants are grossly unequal. 

While the essays are linked together by the 
fact that they all have something to do with 
marriage, they are not, in the opinion of this 
reviewer, tightly bound into a unified whole. 
Some chapters are based on cases from clinical 
practice illustrating somé of the problems that 
individuals bring to marriage. Other chapters 
discuss the characters of Shakespeare and Soph- 
ocles, of Edward Albee, Arthur Miller, and 
others—demonstrating once again that psychia- 
trists do not have a monopoly on the under- 
standing of human behavior. 

In Chapter VI, “Is Anatomy Déstiny?,” the 
author concedes that women are indeed differ- 
ent than men, "but most of their purported 
differences are cultivated in the minds of men 
in order to justify oppressing them." Contrast- 
ing the views of John Stuart Mill in his essay 
“The Subjection of Women" with the less than 
egalitarian positions of Freud on the subject 
of women, Dr. Seidenberg goes on to develop 
his thesis that the differing roles of men and 
women are not "natural" but are learned— 
and imposed on the sex with the least power 
by the sex with the most power. It is not 
anatomy, but society, which leads to the sub- 
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In his final chapter, "For the Future 
Equity?" Dr. Seidenberg sets forth an alternative 
to the dominance-submission model for mar- 
riage. He brings together salient ideas from the 
previous chapters, particularly emphasizing the 
need to eliminate the power relationship in 
marriage, and to “emythologize” the traditional 
images of maleness and femininity, thus freeing 
men, as well as women, to be themselves, 

For this reader, these two chapters are the 
best in the book and could stand alone as a 
significant contribution to the literature on the 
understanding of men and women in contem- 
porary western society. 

CHARLOTTE MALLOV, M.S.W; 
Syracuse, New York 


Inside Summerhill 
By Joshua Popenoe 


New York: Hart Publishing Company, 
1970. 112 pp.; $7.50 and $1.95. 


Joshua Popenoe, an American boy who spent 
four years as a student at A. S. Neill’s school 
in England, gives us a unique insight into the 
world of Summerhill from a sixteen-year-old's 
viewpoint. One of the best features is the 
honesty and sincerity with which he writes, 
portraying a candid picture of Summerhill as 
he éxperienced it. His many photographs add 
a special dimension to his story. 

Through Joshua we get a broad view of life 
at the school. The book includes frank discus- 
sions of such topics as the initial testing of 
limits or “breaking out” period, self govern- 
ment, student creativity, optional lessons, the 
problem of stealing, discussions with Neill, and 
Joshua’s personal response to different situa- 
tions 

A. S. Neill’s Philosophy of child rearing un- 
derlies the whole book, but for a deeper and 
more comprehensive understanding of his ap- 
proach, read Neill’s own books: Summerhill: 
A Radical Approach to Child Rearing (New 
York: Hart Publishing Company, 1960) and 
its sequel, Freedom Without License (New 
York: Hart Publishing Company, 1966). 

For a broad evaluation of Neill's philosophy, 
the book, Summerhill: For and Against (New 
York: Hart Publishing Company, 1970) in- 
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. dudes the opinions of various people such as 
Bruno Bettelheim, John Holt, Sylvia Asthon- 
Warner, Fred Hechinger, Nathan Ackerman, 
Lois Bates Ames and Paul Goodman. 

Dissillusionment with traditional education 
in the United States has spurred a significant 
growth of free schools across the country based 
on the Summerhill approach. There are sey- 
eral publications related to the free school 
movement as well as an increasing amount of 
material on radical education in general, In 
light of this, Summerhill deserves important 
consideration by those involved in mental 
health and related professions. Inside Summer- 
hill should be included for the student's per- 
spective. 

SUZANNE MILLER, M.A. 
New York, N. Y. 


LSD, Marihuana, Yoga and Hypnosis 
By Theodore X. Barber 


Chicago: Aldine Publishing Comany, 1970. 
337 pp.; $8.95. 


The most enlightening section of this book 
is the discussion of hypnotism. The crucial 
point which emerges is that most, if not all, 
of the reactions which can be induced under 
hypnosis can also be induced in a well-moti- 
vated subject in the conscious state. Deafness 
or partial deafness, allergic reactions, increases 
and decreases in reaction to pain, alterations in 
heart rate and skin conductance, and color- 
blindness are some of the reactions which 
have been elicited from conscious as well as 
hypnotized subjects. Of course, these experi- 
ments do not explain exactly what hypnotism 
is, but they certainly make it clear that it is 
not the only way of controlling the body with 
the mind. 

'The section on yoga is devoted to demon- 
strating that there is nothing supernatural 
about the ability to walk on red coals, lie on a 
bed of nails and similar tricks of fakirs, and 
this is shown rather easily by citing a few 
experiments. However, the book does not deal 
with any of the feats which can only be ac- 
complished by the most highly evolved gurus, 
such as the alleged ability of some to live 
indefinitely on very little food. 

The sections on LSD and marijuana will not 
surprise anyone who reads the newspapers, but 
Barber does a fine job of summarizing the hun- 
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dreds of experiments which have been done 
with these drugs. He concludes that legalizing 
marijuana would probably solve more problems 
than it would create, proyided that all the tech- 
nicalities are carefully thought out: quality 
control, licensing system for manufacturers, im- 
port-export laws, protection of minors, laws to 
control abuse of the drug (similar to laws con- 
trolling the abuse of alcohol), education pro- 
grams, and facilities for helping those who 
might become overly dependent on the drug. 
In all sections of the book, everything is well 
documented, and the author keeps a watchful 
eye out for variables which may not have 
been controlled in the many experiments he 
discusses. Because of the large number of re- 
search projects discussed, and the intelligent 
way in which they are compared, the book 
should be useful to anyone who wants to know 
the latest scientific findings in these areas. 
TOM JOHNSON, M.MUS. 
NEW YORK, N. Y. 


The Sheppard & Enoch Pratt Hospital 
1853-1970; A History 


By Bliss Forbush, LL.D. 


Philadelphia, J. B. Lippincott & Co., 1971. 
266 pp.; $7.50. 


Bliss Forbush, President of The Sheppard & 
Enoch Pratt Hospitals Board of Trustees, 
faithfully records in detail Sheppard's begin- 
nings as an asylum; its checkered career as 
a mental hospital limiting itself to adult 
inpatient psychiatric service until 1960; its 
progress in becoming an outstanding teach- 
ing institution with an outstanding staff; 
and finally its blossoming into the remarkable 
multi-faceted institution of today under the 
leadership of Robert W. Gibson, for which 
until 1963, Harry M. Murdock prepared the 
way. 

Ts founder, Moses Sheppard, decreed that 
none of the principle of his bequest, only the 
income, should be used for patient care and 
plant upkeep and development. The trustees 
held rigidly to his wishes, with the result that 
Sheppard’s sound financial structure today 
makes possible its greatly expanded functions. 

The history of psychiatry in the United States 
is here mirrored in miniature. The era of 
humane treatment, the use of individual psycho- 
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therapy, of metrazol and insulin treatment, of 
chemotherapy, of group therapies, the increased 
role of psychiatry, the importance of training 
for psychiatric residents, the meeting of new 
social problems such as increased use of drugs, 
and the advent of community psychiatry;—all 
these are recorded here in terms of the part 
Sheppard played, and it was usually playing a 
considerable part. Today it not only provides 
inpatient care as always, but teaching programs 
for the many kinds of mental health profes- 
sionals. It has a research department, an out- 
patient department, a child guidance clinic, a 
Childrens' day care program, an adult day care 
center, and many reaches into the community. 
Inpatients are no longer segregated as to sex; 
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in 1962, the Trustees affirmed a policy of inte- 
gration in regard to both employees and admis. 
sion of patients, although there had never been - 
a policy of segregation, only a practice. 
As with any good history, Forbush provides a | 

perspective with which to view the past, present 
and future of psychiatry. He gives a basis for | 
judging its errors and triumphs and thus some | 
guidance and direction for the future. Those 
having management responsibilities in psychi- N 
atric hospitals will find much of interest, as the 
book contains a mine of detailed information, 
which the casual reader will wish to skip. 

RALPH M. CROWLEY, MD. 

7 West 96th St. 

New York, N.Y. 10025 
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...said Janie to her counselor. But Janie's a lucky kid, 
even though she has a serious emotional problem. She 
a counselor. Most kids like Janie don't. 


Children have long been the neglected group in the 
development of services and facilities for the mentally il 


|. Wel 


know there are more kids suffering from severe mental illness ^ 
than current resources can possibly care for. They're disturbed 


and ill — and all too often forgotten. Not by us. We remember: 


We believe their future will be better because we remember. | 
We hope you'll remember too. 


